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A.  INTRODUCTION 

The  following  material  was  prepared  by  the  Department  of 
Mental  Health/Division  of  Mental  Retardation  as  a  five  year 
plan  for  the  future  use  of  the  state  schools  for  the  mentally 
retarded  and  for  the  development  of  community  services  for  cur- 
rently institutionalized  clients.     This  plan  provides  the  link 
between  the  unique  applications  for  certificate  of  need  filed 
for  each  state  school  and  the  development  of  community  ICF/MR's 
for  which  certificate  of  need  applications  will  be  filed  for 
the  next  five  years. 

It  should  be  noted  that  this  plan  is  not  intended  to  address 
the  full  range  of  services  required  by  all  mentally  retarded 
persons  within  the  Commonwealth,  rather  it  is  in  response  to 
the  requirements  of  the  determination  of  need  process.  The  plan, 
therefore,   primarily  addresses  the  needs  of  the  clients  of  the 
Department's  large  state  institutions  and  the  Department's  com- 
mitment to  provide  those  clients  adequate  and  appropriate  ser- 
vices . . 

The  plan  is  divided  into  two  sections.     First,   an  overview 
of  the  state-wide  picture  including  the  following  sub-sections: 

(1)  introduction,  which  includes  a  historical  perspective; 

(2)  philosophy  and  goals  of  the  Department  of  Mental  Health/ 
Division  of  Mental  Retardation; 

(3)  a  discussion  of  the  clients  in  the  state  schools  and 
what  services  they  need; 

(4)  how  the  Department  of  Mental  Health  proposes  to  insure 
proper  utilization  of  these  services  by  its  clients; 
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(5)     how  the  Department  of  Mental  Health  proposes  to  con- 
trol the  quality  of  these  services,  and 

(5)  how  the  Department  of  Mental  Health  will  work  with 
the  general  public  to  allay  their  fears  about  this 
client  group. 

The  second  section  is  specific  to  the  Commonwealth's  plans 
for  the  development  of  intermediate  care  facilities  for  mentally 
retarded  persons   (ICF/MR)    including  a  definition  of  ICF/MR, 
various  administrative  models,  a  discussion  of  costs  and  a 
region  by  region  plan  for  the  development  of  ICF/MR' s.  The 
projections  for  services  to  be  delivered  were  prepared  in  con- 
junction with  citizen  boards  on  both  the  area  and  regional 
level . 

Finally,   it  cannot  be  overemphasized  that  much  of  the 
following  material  is  subject  to  the  vicissitudes  of  the  con- 
sent decree  process  as  well  as  to  executive  and  legislative 
review.     In  this  sense  some  of  the  data  is  subject  to  change. 
Notwithstanding  this,   the  population  projected  to  be  at  the 
state  schools  and  in  community  services  in  193  2  is  a  reasonable 
estimate . 

Historical  Overview 

A  brief  historical  perspective  is. necessary  to  put  this 
document  into  a  meaningful  context. 

The  development  of  small  community-based  services  is  a 
national,   as  well  as  an  international,  movement,   based  on  the 
concept  of  normalization  in  service  delivery,  which  militates 
against  large  congregate  facilities  where  handicapped  clients 


are  segregated  from  the  rest  of  society.  There  has  been,  and 
continues  to  be,  a  thrust  to  provide  more  normalized  services 
for  the  clients  living  in  this  country's  large  state  facilities 

In  1973,  the  first  large  sum  of  money  was  requested  by 
the  Department  of  Mental  Health  and  authorized  by  the  Legislatu 
for  the  development  of  community  residences  in  the  state,  op- 
erating on  borrowed  positions  from  the  state  schools.     As  of 
May  1,   1977,   there  were  over  140  community  residences  (group 
homes)   with  more  than  1200  beds  under  contract  with  the  Depart- 
ment of  Mental  Health.     In  addition,  there  are  250  contracted 
placements  in  cooperative  apartments  and  15  6  contracted  place- 
ments in  specialized  home  care.     All  of  these  programs  are 
operated  by  small  private,  non-profit  organizations  under  con- 
tract to  the  Department  of.  Mental  Health. 

Most  of  these  organizations  are  local  associations  for 
Retarded  Citizens.     Through  movement  of  clients  from  institu- 
tions to  these  community  based  services,   the  census  at  the 
state  schools  serving  mentally  retarded  persons  has  declined 
from  over  6,500  in  the  early  1970 's  to  5,349  current  residents: 
318  residents  left  the  state  schools  during  FY '77. 

The  availability  of  75%  reimbursement  through  the  social 
services  title   (Title  XX)   of  the  Social  Security  Act  for  these 
programs  greatly  enhanced  the  Department's  ability  to  expand 
the  number  and  scope  of  these  programs. 

In  an  effort  to  further  assist     the  states,  Congress,  in 
1972,   amended  the  Medicaid    (Title  XIX  of  the  Social  Security 
Act)   legislation   (PL  92-223)   to  include  specific  provision  for 


-4- 

federal  financial  participation  in  Intermediate  Care  Facilities 
for  the  mentally  retarded.     In  addition  to  adding  this  new  ser- 
vice provision  under  Medicaid  specifically  for  the  mentally 
retarded,   it  also  allowed  for  the  first  time  public  institu- 
tions for  the  mentally  retarded  to  become  eligible  for  federal 
reimbursement . 

Following  this  amendment,   federal  Department  of  Health, 
Education  and  Welfare  policies  began  to  articulate  the  comple- 
mentary goals  of  institutional  reform  and  deinstitutionalization. 

In  Massachusetts,   these  two  goals  were  articulated  as  well, 
and  a  strategy  was  developed  which  would  utilize  not  only 
Title  XX,   but  also  Title  XIX  to  improve  the  lives  of  mentally 
retarded  persons. 

State  schools  budgets  in  1974  amounted  to  just  over  S55 
million.     Through  the  availability  of  medicaid  funding  it  was 
thought  that  the  quality  of  institutional  services  could  be 
improved  and  community  services  could  be  increased  through  the 
reimbursements  earned  under  the  Medicaid  program. 

In  1975,   the  first  budget  appropriation  was  made  to  bring 
the  state  schools  into  compliance  with  ICF/MR  regulations.  At 
the  same  time,   community  programs  serving  the  mentally  retarded 
continued  to  be  a  large  component  of  the  Title  XX  state  plan 
_  (social  services) . 

Most  experts  in  the  field  of  mental  retardation  feel  that 
most  clients  currently  served  in  large  state  institutions  could 
be  served  more  appropriately  in  smaller  community  based  settings. 
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The  rational  planned  development  of  these  settings,  however, 
must  be  accomplished  over  a  period  of  years.     For  this  reason 
it  is  crucial  to  improve  conditions  at  the  state  schools  as 
well  as  to  develop  services  in  the  community.     These  goals  are 
embodied  in  the  Department's  participation  in  the  right-to- 
treatment  suits  involving  the  state  schools,  as  well  as  the 
Department's  participation  in  the  ICF/MR  program.     Both  reflect 
the  Department's  belief  that  people  currently  living  in  insti- 
tutions have  a  right  to  decent  care  and  habilitation . 

1 .  The  Consent  Decrees: 

Recognizing  the  impoverished  conditions  of  the  state  schools, 
the  Commonwealth  has  or  intends  to  enter  into  consent  decrees 
at  Belchertown,  Monson,  Wrentham,  Fernald,  and  Dever.  Consent 
decrees  have  been  completed,   at  present,   at  Belchertown  and 
Monson.     The  thrust  of  these  suits  is  that  the  present  rights 
of  clients  must  be  protected. 

The  federal  court  and  the  Department  have  stated  before 
that  they  do  not  consider  expenditures  for  renovations  of  all 
buildings  at  the  state  schools  to  be  a  "waste  of  money..."  even 
though  many  clients  have  left  and  are  now  being  prepared  to 
leave  the  state  schools. 

2 .  ICF/MR  Regulations: 

Compliance  with  the  ICF/MR  federal  regulations  obviously 
has  an  effect  on  the  Department  of  Mental  Health  planning.  It 
should  be  noted  that  timetables  for  compliance  with  the  Title  XIX 
requirements  to  some  extent  constrain  the  Commonwealth.  New 
federal  regulations  will  allow  the  stages  to  develop  a  timetable 
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( through  1932)   for  phasing  out  certain  sections  of  certified 
institutions.     Such  timetables  must  specify  the  units  or 
buildings  to  be  closed  and  describe  where  the  clients  will  be 
placed  in  lieu  of  the  full  regulatory  requirements  to  comply 
with  ti.e  Life  Safety  Code.     Over  this  five  year  period  the 
state  will  still  be  permitted  to  claim  reimbursement  for  client 
within  buildings  to  be  phased  out. 

3ecause  it  is  not  possible  in  five  years  to  develop  alter- 
native placements  for  many  residents  of  the  six  state  schools 
who  ultimately  may  need  community  services,   the  Commonwealth 
must  renovate  some  buildings  now  for  clients  who  may  not  live 
in  those  buildings  in  10-15  years.     Our  full  participation  in 
the  Medicaid  ICF/MR  program  depends  on  this. 

The  differences  between  various  types  of  residential 
settings  discussed  in  this  plan,  particularly  between  community 
residences  and  intermediate  care  facilities  for  mentally 
retarded  persons    (ICF/MR) ,   can  best  be  described  in  terms  of 
the  following  language  within  Massachusetts  General  Law 
Chapter  19. 

In  general,  community  residences  provide  care',  supervision 
and  training  in  the  skills  of  activities  of  daily  living  such  a 
cooking,  self -care  and  transportation  skills.  ICF/MR 's  provide 
care  and  treatment  that  consists  of  not  only  training  in  actitfi 
ties  of  daily  living  skills,   but  also  such  things  as  physical 

n 

therapy,   occupational  therapy,   speech  therapy,   and  nursing  ser- 
vice as  needed  by  the  client.     Thus  ICF/MR  can  provide  a  wider] 
array  of  services  and  thereby  serve  a  mere  severely  handicappec 
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population.     The  difference  is  in  degree  of  service  needed  by 
the  client. 

Because  of  this  wider  array  of  services  available  through 
ICF/MR's,   it  is  possible  to  move  more  severely  handicapped 
clients  out  of  the  state  institutions  into  more  appropriate 
environments.     The  section  which  follows  describes  the  ideolo- 
gical underpinnings  of  the  activites  of  the  Department  of  Mental 
Health  for  the  next  five  years. 
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B.     PHILOSOPHY  AMD  GOALS  REGARDING  THE  CARE 
AND  TREATMENT  OF  THE  MENTALLY  RETARDED 

It  is  the  belief  of  the  Department  of  Mental  Health  that 
people  should  have  access  to  the  least  restrictive  and  most 
normal  living,  conditions  consistent  with  their  needs.  Con- 
sequently, clients,  as  their  needs  dictate,   should  be  prepared 
to  move  from   (1)  more  to  less  structured  living;    (2)   larger  to 
small  facilities;    (3)   larger  to  smaller  living  units;    (4)  group 
residences  to  individual  living  settings;    (5)   a  segregated 
status  to  one  integrated  with  community  living  and  programming, 
and   (6)   dependent  to  independent  living. 

3asic  Principles  Upon  Which  Services  to  Mentally  Retarded  Persons 
are  Developed. 

1 .     A  range  of  community  services  should  be  so  complete 
that  persons  need  not  leave    (and  can  be  returned  to) 
their  home  communities  to  receive  those  services  neces— 
sary  to  meet  their  individual  needs.     To  achieve  this, 
activities  of  the  Department  must  be  developed  to 
address  concerns  regarding  a  range  of  normalizing 
living  conditions,  adequate  professional  and  special 
services,   individualized  development  plans,  external 
monitoring  and  planning  accountability. 
Earlier  social  policy  viewed  the  large,   residential  insti- 
tution as  society's  foremost  solution  to  mental  retardation. 
Current  institutional  models  are  based  on  society's  changing 
perceptions  of  mentally  regarded  persons. 


Up  until  the  1950 '3,   the  major  residential  service  option 
in  Massachusetts  for  mentally  retarded  persons  was  the  large, 
custodial,   segregated  facility.'    Unfortunately,  until  recently 
those  involved  in  the  delivery  of  services  to  mentally  retardec 
persons  did  not  examine  the  effects  of  living  in  large,  isolate 
and  controlled  congregate  facilities  upon  the  individuals  who 
were  housed  there.     Only  recently  have  professionals  and  citizc 
recognized  the  detrimental  effects  that  living  in  such  faciliti 
can  have  upon  cognitive  and  adaptive  behavior. 

The  development  of  a  residential  service  system  should 
be  founded  on  the  principle  of  normalization,  the  developmental 
model  and  a  full  recognition  of  the  basic  human  and  legal  righ"- 
available  to  all  citizens.     This  constitutes  the  goal  for  the 
residential  service  system:     to  insure  movement  of  mentally 
retarded  citizens  to  the  most  normal,   least  restrictive  point 
on  the  living  continuum. 

Efforts  of  the  Department  of  Mental  Health  to  establish 
a  range  of  ICF/MR  facilities  reflects  those  components  neces- 
sary to  insure  that  this  normalization  principle  is  met: 

(a)  commitment  to  comprehensiveness  of  services; 

(b)  commitment  to  provide  those  services  necessary  to  allow 
persons  to  return  to  their  own  homes  when  possible; 

(c)  development  of  a  continuum  of  residential  services  for 
persons  to  progress  to  lesser  amounts  of  structure  and 
support  needed  as  their  developmental  capabilities  increas 

(d)  development  of  mechanisms  to  assure  the  availability  of 
appropriate  developmental  services  for  each  person; 
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(e)  development  of  a  broad  base  of  support  services; 

(f)  development  of  specialty  services  backing  up  general 
ones  ; 

(g)  development  of  mechanisms  to  insure  continuity  of  services. 
2 .     The  service  system  must  insure  the  mobilization  of 

activites,  services  and  resources  around  each  person's 
needs . 

The  plans  of  the  Department  and  its  seven  regions  for  the 
development  of  systems  of  services  involving  ICF/MR's  as 
flexible,  movement  oriented  programs  attempts  to  provide  a 
posture  toward  the  most  appropriate ,   individually  tailored 
services  for  each  client  by: 

(a)  developing  mandatory  content  and  process  for  an 
appropriate  Individual  Service  Plan  for  each  client; 

(b)  developing  the  availability  of  essential  services  to 
be  applied  to  the  Individual  Service  Plan  for  each 
client ; 

(c)  developing  mechanisms  which  allow  for  contracting 
for  services  to  meet  individual  needs; 

(d)  strongly  encouraging  the  utilization  of  generic  and 
available  specialized  resources,  and 

(e)  providing  for  continuous  internal  and  external 
monitoring  of  the  ongoing  appropriateness  of  the 
services  for  each  person. 
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3 .     The  local  community  services  system  should  be  highly- 
visible  and  perceived  as  the  major  fixed  point  of 
responsibility  for  services  to  the  mentally  retarded 
in  each  community. 
Quality  control  for  the  services  rendered  can  only  be  estab- 
lished if  major  responsibilities  'are  vested  in  one  agency  or 
office  whose  primary  concern  is  for  specific  identified  clients 
with  effective  regulatory  powers  vested  in  or  delegated  to  author 
ities  who  can  monitor  contractual  and  generic  services  provided 
to  the  clients.     These  need  to  be  on  the  local  level   (e.g.  area 
and  regional  offices)   separate  and  apart  from  institutional 
services  to  insure  that  adequate  energy  and  attention  is  given 
to  the  development,  operation  and  monitoring  of  community  ser- 
vices . 

Local  visibility  of  the  community  service  allows  for:  (a) 
more  accountability  to  consumers  and  to  the  community,    (b)  a 
clear  delegation  and  focus  of  community  involvement  with  existing 
social  and  generic  agencies,  and   (c)   a  clear  perception'  in  the 
minds  of  consumers  and  citizens  of  the  viability  of  community 
services . 

Maximal  usage  of  the  larger  community • for  both  residential 
and  developmental  programming  sites  is  a  critical  element  if 
the  Department's  objectives  are  to  be  satisfied.     It  is  also  the 
Department's  belief  that  the  total  involvement  of  the  larger 
community  is  an  absolute  necessity  if  future  dilemmas  of  the 
type  and  magnitude  we  are  now  encountering  at  large  state 
facilities  are  to  be  avoided  and  individualized  services  provided 
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for  the  mentally  retarded  citizens  of  the  Commonwealth. 

The  following  list  enumerates  the  goals  of  the  Department. 
These  embody  the  principles  cited  above.     The  attainment  of 
these  goals    is  dependent  on  the  availability  of  adequate  re- 
sources . 

(1)  To  stimulate  the  development  of  protective  and  other 
social  and  socio-legal  services  for  mentally  retarded 
persons . 

(2)  To  provide  access  to  generic  service  delivery  systems 
for  mentally  retarded  persons  who  are  currently  ex- 
cluded as  a  result  of  unnecessarily  restrictive 
policies  and  program  orientation. 

(3)  To  insure  the  full  and  equal  enjoyment  of  all  human 
and  civil  rights  by  mentally  retarded  persons,  who, 
because  of  the  nature  of  their  disability  need  assis- 
tance in  exercising  those  rights. 

(4)  To  provide  work  and  work-training  programs  for  mentall 
retarded  persons  whose  skills  are  currently  inadequate 
to  permit  them  to  work  independently  in  the  labor 
market . 

(5)  To  develop  programs  and  provisions  designed  for  early 
intervention   (ages  0-3)   in  order  to  prevent  or  ame- 
liorate mental  retardation. 

(6)  To  develop  short  and  long-term  domiciliary  and  special 
living  arrangements  for  mentally  retarded  persons 
whose  handicaps  are  currently  too  substantial  to  per- 
mit them  tc  live  totally  independently. 
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(7)  To  assist  mentally  retarded  persons  whose  handicaps 
are  of  such  severity  as  to  preclude  any  substantial 
gainful  activity,   to  obtain  benefits  and  services  to 
promote,  achieve,  or  maintain  their  economic  security. 

(8)  To  develop  provisions  for  multi-agency  systems,  arrange- 
ments,  and  facilities  which  will  provide  comprehensive, 
coordinated,  non-duplicative  community  services  to 
persons  with  mental  retardation. 

These  goals  are  consistent  with  those  found  in  the  Develop- 
f   mental  Disabilities  state  plan. 

In  Section  II,  are  the  specific  services  to  be  developed 
by  the  Department  of  Mental  Health  over  the  next  five  years. 


C.     WHO  ARE  THE  CLIENTS  AND  WHAT  ARE  THEIR  NEEDS 

In  1967  the  Department  of  Mental  Health,  by  law,  was  de- 
centralized and  divided  into  Regions  and  Areas.     There  are  7 
regions  and  40  areas.     There  are  6  large  institutions  serving 
the  mentally  retarded  in  the  Commonwealth,  one  in  each  region 
except  Region.  VI   (Boston)  , 

The  following  chart  shows  the  January,   1977  population 
(average  daily  census)   at  each  state  school  and  the  Hogan 
Regional  Center  by  Region  in  which  it  is  located: 

TABLE  1 
CURRENT  STATE  SCHOOL  CENSUS 

JANUARY 


REGION  SCHOOL  1977 

I  Belchertown  .  694 

II  Monson  7  55 

III  Fernald  1,272 

IV  Hogan  27  8 

V  Wrentham  1,203 
VII                                Dever  1 ,147 

TOTAL  5,3  49 


Prior  to  1967  clients  were  placed  in  any  facility  of  the 
state  where  there  was  an  opening.  The  result  of  this  is  that 
there  are  clients  in  each  facility  whose  home  region  is  other 
than  the  region  where  the  facility  is  located. 

As  part  of  a  comprehensive  assessment  performed  on  all  the 
residents  of  these  facilities  in  197  5,   the  home  region  of  "mean- 
ingful tie"  was  determined  for  ail  clients.     The  definition  of 


meaningful  tie  is:      (1)   the  location  in  which  a  client  has 
friends  or  relatives  or  legal  guardian  that  visit  the  client 
frequently,  or   (2)   the  initial  city  or  town  from  which  the 
client  was  referred. 

The  following  chart  shows  the  actual  distribution  by  state 
school  of  clients  by  region  of  meaningful  tie. 
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TABLE  2 

DISTRIBUTION  OF  STATE  SCHOOL  POPULATION  3Y  REGION  OF  MEANINGFUL  TIE 


B 

M 

F 

H 

W 

D 

TOTAL' 

REGION 

I 

Children 
Adults 

169 
377 

2a 

109 

11 
16 

1 

'0 

2 
2 

4 
0 

215 

504 

719 

REGION 

Children 
Adults 

52 
62 

76 
283 

IS 
169 

1 
0 

37 
45 

11 
34 

195 
593 
768 

REGION 

III 

Children 
Adults 

5 

10 

15 

44 

154 
350 

3 

2 

19 
38 

36 
54 

232 

493 
736 

REGION 

IV 

Children 
Adults 

0 

14 

10 
40 

47 
145 

259 
62 

20 
35 

35 
81 

377 
377 
754 

REGION 

V 

Children 
Adults 

5 
1 

11 
32 

43 
93 

0 
1 

132 
679 

49 
65 

1 

240 
871 
7U1 

REGION 

VI 

Children 
Adults 

3 
1 

16 
46 

55 
98 

17 
3 

42 
61 

36 
61 

169 
270 

439 

REGION 

VII 

Children 
Adults 

1 
3 

7 
33 

15 
50 

1 

0 

25 
60 

202 
463 

252 
609 
560" 

TOTALS 

709 

750 

1,264 

350 

1,197  1, 

131 

5 

,  4011 

Reflects 

iverage  daily 

census  at 

the 

tir.e  of 

the  s ur v e y  (  s unua 

er  1 

975  ) 
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Through  the  process  of  deinstitutionalization,  the  Depart- 
ment is  attempting  to  return  these  clients  to  their  home  region 
of  meaningful  tie.  The  following  chart  shows  mentally  retarded 
clients  served  by  the  Department  of  Mental  Health  in  other  than 
state  schools. 

TABLE  3 

MENTALLY  RETARDED  CLIENTS   IN  OTHER  DMH  SERVICES 


John  T.  Berry  Rehabilitation  Center  130 

Glavin  Regional  Center  50 

Community  Residences  1,039 

Cooperative  Apartments  23  4 

State  Hospitals  731 

Early  Intervention  Services  6  50 

TOTAL  2,834 


In  addition,   the  following  mentally  retarded  clients  are 
being  served  in  various  other  locations.     Many  of  these  clients 
are  inappropriately  placed  in  their  current  settings  and  must 
also  be  planned  for  in  the  future  development  of  community  based 
services.     Over  the  next  five  years,  however,   the  primary  empha- 
sis of  the  .Department  of  Mental  Health,   as  mandated  by  Title  XIX 
Compliance  and  consent  decrees,  will  be  on  placing  many  of  the 
current  residents  of  the  six  state  schools  into  appropriate 
community  services,   as  well  as  providing  services  for  a  portion 
of  the  population  currently  living  in  the  community  without 
adequate  programs. 
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TABLE  4 

MENTALLY  RETARDED  CLIENTS  CURRENTLY  SERVED  BY  AGENCIES  OTHER  THAN  DMH 

S  for  DMH  to 
Total  plan  for 

1 

Pediatric  Nursing  Homes  255  166 

2 

Adult  Nursing  Homes  2,329  675 

2,584  841 
3 

A  study  prepared  by  Burton  Biatt    demonstrated  that  1%  of 
the  general  population  is  mentally  retarded  and  in  need  of  special 
services  at  some  point  in  their  lives.     In  Massachusetts  the 
'population  is  5.8  million.     This  means  that  the  possible  incidence 
of  mental  retardation  within  the  Commonwealth,   today  is  58,000 
clients.     Very  few  of  these  clients  are  actually  served  by  the 
Department  of  Mental  Health.     Admissions  to  the  state  schools 
for  the  mentally  retarded  have  been  closed  since  1970  for  children 
under  the  ace  of  six.     In  1976,   all  admissions  to  the  state 
schools  were  closed,   except  for  admissions  under  emergency  situa- 
tions. 

Through  the  implementation  of  Chapter  766  -  Acts  and  Resolves 
of  1972-  Local  Education  Agencies  are  now  mandated  to  provide 
or  to  arrange  for  services  for  all  special  needs  children.  This 
means  that  clients  will,   in  general,  not  enter  the  Department 


According  to  DPH  156  out  of  25  5  clients  need  community  place- 
ment aoorccariate  to  the  services  provided  by  DMH. 

2 

Approximately  67  5  of  the  mentally  retarded  persons  in  nursing  homes 
are  55  or  under  and  therefore  are  included  in  DMH  5-10  year  plans. 

3 

A  Plan  fcr  the  ?.ef crmation  of  Services,   3urton  Blatt 
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of  Mental  Health  network  of  services  until  age  22.     Thus,  in 
general,   the  Department  of  Mental  Health  provides  services  to 
mentally  retarded  clients  between  the  ages  of  0  and  3  and  those 
over  the  age  of  22.     The  largest  exception  to  this  are  the 
1,5  25  children  between  the  ages  of  3  and  22  who  currently  reside 
in  the  six  state  institutions.     The  Department  of  Mental  Health 
will  continue  to  provide  or  arrange  for  the  residential  services 
needed  for  this-  group  of  clients.     As  these  clients  move  into 
appropriate  community  services,   local  public  schools  provide 
the  educational  service  components  for  these  children.  (Currently 
each  city/town  has  deducted  from  its  "Cherry  Sheet"  assessment 
the  average  per  pupil  cost  for  each  student  in  a  state  facility. 
Last  year's  average  per  pupil  cost  was  $1,200.) 

In  addition  to  this  group  there  will  be  children  whose  com- 
prehensive evaluations  determine  that  they  need  residential  place- 
ment outside  the  family.     Some  of  these  children  will  need 
ICF/MR  services. 

In  1975  all  the  residents  at  the  six  state  facilities  under- 
went a  comprehensive  assessment  of  their  needs   (an  assessment 
which  is  updated  annually) .     The  following  chart  is  a  summary  of 
the  major  residential  settings  found  to  be  needed  by  the  resi- 
dents of  the  state  schools. 


TABLE  5 


AGGREGATE  SERVICE  MEEDS  OF  STATE  SCHOOL  POPULATION 


Residential  Setting 


X 


of  Clients  in  Need 


Total  Number 


Residential  Alternatives  Adults 
other  than  ICF/MR  Children 


536 
763 


1,299 


ICF/MR 


Adults 
Children 


3,232 
752 


4,044 


It  is  important  tc  note  that  the  regional  plans  for  the 
development  of  residential  services  over  the  next  five  years 
are  based  on  the  aggregation  of  the  service  options  chosen  for 
each  individual  client  as  determined  from  the  comprehensive 
assessment.     These  plans  are  based  on  the  known  needs  of 
identified  clients. 


-21- 

D .      WHAT  IS  THE  RANGE  OF  SERVICES? 

Appendix  1  lists  and  defines  services  that  should  be  avail- 
able to  mentally  retarded  persons.     They  fall  into  three  broad 
categories:     residential  services,  rehabilitative/habilitative 
services  and  ancillary  and  supportive  services.     One  of  the 
major  goals  of  the  Department  of  Mental  Health  is  the  develop- 
ment of  a  comprehensive  system  of  services  within  each  region 
of  the  Commonwealth. •  For  a  system  to  be  comprehensive,  three 
factors  must  be  present.     First,  there  must  be  an  array  of  ser- 
vices so  extensive  that  a  client  may  secure  all  required  services 
without  leaving  the  region;  and  second,  these  services  must 
interact  in  such  a  way  as  to  form  a  cohesive  unit  so  that  the 
client  experiences  no  break  in  continuity  while  receiving  ser- 
vices or  when  moving  from  one  program  to  another,  and  third, 
there  must  be  continuity  between  day  and  residential  programs 
and  between  one  type  of  residential  program  and  the  next  in  the 
continuum  of  services. 

Since  1975  when  the  first  comprehensive  assessment  of  needs 
of  institutionalized  clients  was  performed,   the  variety  of  ser- 
vices available  to  mentally  retarded  persons  has  increased  and 
become' more  elaborate.     The  goal  of  this  elaboration  is  to  pro- 
vide services  which  are  individualized  to  the  greatest  degree 
possible.     The  Department  of  Mental  Health  is  attempting  to 
provide  services  which  are  based  on  each  client's  Individual 
Service  Plan. 

It  must  be  understood  that  it  is  not  the  goal  of  the  Depart- 
ment of  Mental  Health  to  provide  by  itself  all  the  services  a 
client  needs.     It  is  imperative  that  mentally  retarded  clients 


utilize  "generic"  services  to  the  greatest  extent  feasible. 
This  means  that  a  special  service  should  not  be  developed  for 
all  service  needs  of  mentally  retarded  persons  which  are  the 
same  as  the  needs  of  others  in  society.     Mentally  retarded 
clients  should  use  neighborhood  health  centers,  YMCA  recreation 
programs,  planned  parenthood  and  other  such  examples  of  generic 
services  as  part  of  their  normalization  process.     There  is  no 
reason  to  build  costly  duplicate  systems  for  this  population. 
It  is  the  role  of  the  Department  of  Mental  Health  to  assist 
clients  to  utilize  generic  services  so  that  these  services 
become  part  of  the  comprehensive  service  system  within  a  region. 


.    HOW  DOES  DMH  PROPOSE  TO  ASSURE  PROPER  UTILIZATION  OF  SERVICE? 

The  Department  of  Mental  Health,   through  its  proposed  regu- 
lations,  is  defining  its  responsibility  for  mentally  retarded 
persons.     These  responsibilities  contain  two  major  components: 

(1)  responsibility  which  insures  that  departmental  clients 
get  the  right  service  to  meet  their  needs;  and 

(2)  responsibility  to  insure  program  quality. 

Under  the  proposed  regulations,  the  Area  Office  would  assure 
that  zhe  following  services  were  provided:     client  intake,  evalua 
tion,  periodic  reevaluation  and  follow-along  for  departmental 
clients.     This  means  that  each  Area  Office  of  the  Department  of 
Mental  Health  would  be  a  central  point  of  responsibility  for  the 
intake  of  mentally  retarded  clients.     An  Area  Office  would  re- 
ceive an  application  for  service  and  then  determine  initial 
eligibility  as  defined  in  the  regulations.     If  a  client  were 
eligible  for  services,   a  comprehensive  evaluation  would  be  per- 
formed and  the  results  of  that  assessment  would  be  an  Individual 
Service  Plan  which  would  detail  the  residential,  habilitative/ 
rehabilitative,  and/or  ancillary  and  support  needs  of  that  client 
The  Area  Office  would  then,  within  fiscal  constraints,  provide 
these  services,  arrange  for  provision  through  its  contracted 
programs,  or  assist  the  client  to  obtain  service  from  the  appro- 
priate state  agency  or  "generic"  service. 

The  proposed  regulations  would  require  a  periodic  review 
of  the  progress  of  each  client  receiving  Department  of  Mental 
Health  services  and  assess  whether  or  not  placement  is  still 
appropriate . 
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Each  Area  Office  would  review  annually  the  progress  of 
clients  receiving  Department  of  Mental  Health  services  in  the 
area  and  determine  whether  appropriate  services  are  being  pro- 
vided.    Through  this  procedure  -  one  which  mandates  the  involve 
merit  of  many  participants  including  parents  or  guardian  of  the 
client  -  the  Department  will  insure  that  clients  are  receiving 
services  which  are  appropriate  to  their  needs. 
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F .      HOW  DOES  THE  DEPARTMENT  OF  MENTAL  HEALTH  ASSURE  THAT 

QUALITY  SERVICE   IS  BEING  PROVIDED? 

The  Department  of  Mental  Health  is  developing  a  method 
of  insuring  quality  programs  through  licensing  and  evaluation. 
Licensing 

The  Commonwealth   (the  Departments  of  both  Public  Health 
and  Mental  Health)   is  preparing  to  license  for  the  first  time 
residential  and  day  programs  for  the  mentally  retarded.  The 
licensing  procedure  will  measure  compliance  with  building  and 
health  codes  as  well  as  the  programmatic  requirements  within  the 
appropriate  Department's  regulations.     Department  of  Mental 
Health  regulations  provide  minimum  compliance  levels  for  the 
physical  facility,  the  environment,  and  staffing.  Providers 
of  services  will  be  permitted  to  prepare  a  plan  of  correction 
with  timetable  for  compliance  for  any  deficiencies  noted.  A 
license  will  be  valid  for  a  period  of  2  years,  but  every  licensed 
facility  will  also  be  subject  to  an  annual  review. 
The  Evaluation  Process 

The  evaluation  process  being  developed  by  the  Department 
will  have  the  capacity  to  provide  in-depth  assessments  of  both 
programmatic  and  administrative  criteria  of  quality  guided  by 
the  principle  of  Normalization. 

The  purpose  of  the  evaluation  system  will  be: 

-  to  provide  the  Department  of  Mental  Health  staff 
and  vendors  with  information  they  need  to  improve 
programs 

-  to  pinpoint  technical  assistance  and  training  needs 


-  to  aid  priority  setting  for  short  term  and  long 
terra  planning 

-  to  facilitate  communication  among  the  levels  of  the 
Department  of  Mental  Health   (vendor,  area,  region, 
central  office) 

-  to  facilitate  lateral  communication  among  vendors 

-  to  formalize  regular  program  review  and  feedback 
activity 

-  to  encourage  the  vendors  to  continually  focus  on 
methods  to  improve  their  services 

3oth  the  process  and  results  of  evaluation  are  envisioned 
as  useful  to  improving  program  quality.     By  participating  in 
self -surveys ,  program  staff,  area  and  regional  staff,  consumers 
and  citizen  board  members  can  focus  on  features  which  may  be 
overlooked  in  their  struggle  to  direct  day  to  day  operations  at 
each  level  of  the  service  delivery  system. 
Preparation  of  the  Community 

The  success  of  the  development  of  community  services  will 
require  a  significant  amount  of  planning,  preparation  and  training 
not  only  for  those  returning  to  the  community,  but  also  for  the 
community  as  a  whole.     To  insure  that  this  transition  is  success- 
ful,  the  Department  has,   as  one  of  its  primary  objectives  in  this 
planning  effort,  engagement  in  a  campaign  which  will  educate  and 
inform  the  public  about  mentally  retarded  individuals  and  the 
needs  and  capabilities  of  such  persons.     The  parameters  of  this 
endeavor  will  include:    (1)   the  development  and  implementation  of 
a  mass  media  campaign  to  include  television,   radio  and  newspaper 
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coverage  about  mentally  retarded  persons  and  programs  and  ser- 
vices available  to  them;    (2)   the  development  and  implementation 
of  a  community-based  training  and  leadership  program  aimed  at 
educating  community  leaders  as  spokespersons  and  resource  per- 
sons for  the  mentally  retarded;  and   (3)   the  development  and 
publication  of  brochures  and  topical  information  about  mental 
retardation  for  public  distribution. 

During  the  past  years,  the  Department  has  worked  closely 
with  its  Mental  Health  and  Mental  Retardation  Advisory  Boards, 
Regional  Councils  and  consumer  and  advocacy  organizations. 
These  groups  have  played  a  substantive  role  in  the  planning  for 
Title  XIX  implementation  and  development,  both  at  the  state 
institutions  and  for  community-based  ICF/MB's.     The  Department 
will  continue  to  work  closely  to  build  upon  this  already  existing 
partnership  to  ensure  the  implementation  of  Title  XIX  ICF/MR 
planning . 

The  second  section  of  this  plan  deals  specifically  with 
the  development  of  community  Intermediate  Care  Facilities  for 
mentally  retarded  citizens.     The  future  of  many  currently  insti- 
tutionalized clients  rests  on  the  successful  implementation  of 
this  plan. 
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SECTION  II 
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A.     DEFINTIQN  OF  AN  ICF/MR 

As  described  in  Section  I,   an  ICF/MR  provides  both  care 
and  treatment.     This  includes  not  only  the  development  of  the 
activities  of  daily  living  skills,  but  also  a  variety  of  treat- 
ment services  which  must  be  available  to  each  client  as  needed. 
According  to  the  federal  definition,  an  ICF/MR  is  a  facility 
which  "provides  room  and  board,  a  planned  program  of  care  and 
supervision  on  a  continuous  24-hour  a  day  basis  and  active 
treatment".     Active  "treatment  means   "regular  participation  in 
accordance  with  an  individual  plan  of  care  in  professionally 
developed  and  supervised  activities,  experiences  or  therapies". 

The  individual  client  is  the  basic  element  around  which  the 
federal  ICF/MR  regulations  were  written.     The  federal  regulations 
require  a  comprehensive  pre-admission  evaluation  with  monthly 
updates  and,  at  least,   an  annual  review.     In  addition,  the 
regulations  describe  the  mandatory  services  which  must  be  avail- 
able as  needed.     These  are  physical  therapy,  occupational 
therapy,   speech  therapy,   social  work,  psychology,  medical,  den- 
tal, nursing,  recreation,  pharmacy,  dietary,  resident  living, 
training  and  habilitation  services. 

Two  essential  elements  of  the  regulations,  however,  are 
different  from  those  governing  other  long-term  care  facilities. 
The  first  is  that  all  services  are  to  be  provided  as  needed  by 
the  client.     This  reflects  an  emphasis  on  both  the  evaluation 
process  and  on  the  Individual  Service  Plan  which  defines  the 
objectives  for  each  client.     Because  of  the  array  of  mandatory 
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service  options  as  well  as  the  emphasis  on  individual  needs,  each 
ICF/MR  will  be  slightly  different,   depending  on  the  services  needed 
by  the  clients  living  there. 

Secondly,  the  regulations  provide  that  almost  all  of  the  service 
can  be  provided  through  contract  or  other  formal  arrangement.  This 
provision  is  consistent  with  the  underlying  philosophy  that  it  is 
essential  to  integrate  MR  clients  into  the  community  to  the  fullest 
extent  possible.     Using  contract  services  means  that  the  clients  can 
go  out  of  the  residential  units  to  receive  many  services  (including 
generic  services  such  as  dental,  medical,  recreational,   etc.),  rather 
than  have  all  the  services  come  to  the  residence.     For  this  reason,  t 
most  common  configuration  of  an  ICF/MR  will  include  at  least  two  site 
where  services  will  be  provided:     the  residential  program  site;  and, 
the  day   (or  training  and  habilitation)   program  site. 

The  federal  regulations  further  define  two  types  of  buildings  in 
which  an  ICF/MR  program  shall  occur,   again,  based  on  the  needs  of  the 
clients  to  be  served.     For  clients  who  are  ambulatory  and  capable  of 
self-preservation,   the  buildings  may  meet  the  lodging  or  rooming  hous 
section  of  the  Life  Safety  Code,  with  the  further  stipulation  that 
there  be  less  than  15  clients  housed  in  one  building. 

For  larger  groupings  of  clients  (more  than  15)  or  for  clients  wh 
are  nonambulatory  or  mobile  nonambulatory  and  not  capable  of  self- 
preservation,  the  ICF/MR  facility  must  meet  the  institutional  sectior 
of  the  Life  Safety  Code.  The  federal  ICF/MR  Regulations  require  that 
ICF/MR' s  be  licensed  according  to  state  law.  Therefore,  state  licens, 
regulations  are  being  established.  These  regulations  are  based  on 
federal  regulations  but  are  somewhat  more  specific  with  regard  to  st« 
requirements  and  responsibility  for  the  client. 
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Department  of  Health,  Education  and  Welfare, in  proposed  regulations 
considered  changing  the  requirements  on  "capable  of  self-preservation" 
such  that  clients  who  are  mobile-nonambulatory  and/or  not  capable  of  self 
preservation   (see  Appendix  2  for  definitions)   but  for  whom  an  acceptable 
evacuation  plan  could  be  developed  could  be  housed  in  ICF/MR's  which 
meet  the  lodging  house  code  rather  than  the  institutional  code.  Althoug 
the  final  regulations  did  not  contain  this  provision,  the  Commonwealth, 
as  well  as  several  other  states,  are  requesting  a  special  waiver  to 
utilize  the  lodging  house  code  under  the  proposed  regulation. 

Because  of  the  differing  client  eligibility  requirements  for 
the  two  types  of  building  codes  required  in  the  ICF/MR  regulations, 
it  becomes  necessary  to  differentiate  between  the  number  of  facilities 
that  will  be  used  for  those  who  are  ambulatory  and  capable  of  self- 
preservation,  and  for  those  who  are  nonambulatory  and/or  not  capable 
of  self-preservation. 

Approximately  20%  of  the  clients  currently  living  in  state 
schools  are  nonambulatory.^    Therefore,  assuming  that  the  waiver  is 
granted  the  vast  majority  of  ICF/MR's,  or  approximately  30%  of  the 
clients,  will  meet  the  less  restrictive  lodging  or  rooming  house  section 
of  the  Life  Safety  Code  because  the  clients  are  ambulatory  and  are 
potentially  capable  of  acquiring  self-preservation  skills. 


""Perceived  Dependence  -  Independence,   Derivations  and  Implications 
or  an  Smpencally  3ased  Factor  in  Planning  for  Residents  in  Public 
Institutions  for  the  Mentally  Retarded  in  Massachusetts,  Doris 
Fraser,   19  71. 


3,     ICF/MR  CCSTS 

Currently  oily  the  state  schools  are  certified  in  the  Ccorcnwealth 
as  ICF/MR' s.    In  1974,  before  the  state  was  eligible  for  federal  reimbursement, 
the  aggregate  budget  for  the  state  schools  was  approximately  $55  million; 
100%  state,  dollars .    The  aggregate  operating  budget  for  the  state  schools  is 
new  approximately  $75  million.    Currently  the  Commonwealth  earns  approximately 
$25  million  in  Medicaid  reimbursements  annually.    The  per  diem  rates  at  each 
facility  are  as  follows:    3elchertown  $54.49,  Mcnscn  $48.21,  Femald  $48.37, 
Hcgan  $71.73,  Wrentham  $37.52,  Cever  $38.20. 

Anticipated  capital  expenditure  of  $45  million  at  the  state  schools 
over  the  next  five  years  in  con  junction  with  an  increase  in  staff  and  a 
decline  in  census  through  the  development  of  cxTriTXTiity  services  will  result 
in  a  higher  staff/resident  ratio  ever  the  same  time  pericd  and  will  increase 
the  per  diem  rate  to  a  range  of  $75  -  $150. 

When  the  Commonwealth  elected  to  provide  ICF/MR  services  under  the 
Medicaid  program  in  the  public  institutions,  it  also  elected  (by  mandatory 
federal  provisions)  to  provide  ICF/MR  services  in  the  oorrmunity. 

Extensive  research  has  been  dene  to  estimate  costs  for  the  ICF/MR 
program,    ■•jcdel  working  drawings  were  prepared  for  both  an  8  and  a  12  bed 
ICF/MR.    The  censtruotien  of  these  facilities  was  costed  out,  meeting  both 
the  institutional  and  the  lodging  house  Life  Safety  Colas.    In  addition, 
costs  were  determined  for  the  purchase  and  renovation  of  already  existing 
facilities  which  would  meet  codes.    Staffing  and  support  services  were  costed 
as  well,  with  the  technical  assistance  of  the  Rate  Setting  Commission.  The 
per  diem  rate  for  an  ICF/MR  for  persons  who  are  ambulatory  and  capable  of 


self  preservation  is  approximately  $50  per  day,  with  additional  day  prcoram 
costs  of  approximately  $12.50  per  day. 
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C.    NUMBER  CF  CLIENTS  IN  NEED  OF  ICF/MR  SERVICES 

Burton  Blatt's  study  referred  to  earlier  (part  C,  Section  I)  states 
that  the  incidence  of  rrental  retardation  is  1%  of  the  general  population,  or 
58 , 000  rrentaliy  retarded  people  in  the  Ccrrrrcnwealth  of  Massachusatts.  In 
addition,  the  study  states  that  apprcxirrately  .1%  of  the  general  population 
is  substantially  handicapped  and  in  need  of  residential  services  such  as 
ICF/MR' s.    According  to  this  study  there  are  5,800  potential  clients  in 
Massachusetts  at  any  one  time  who  are  in  need  of  ICF/MR  services. 

Many  of  the  clients  in  need  of  ICF/MR  services  are  already  being 
served  by  the  Cepartzent  of  Mental  Health  or  by  ether  agencies.  Ecwever, 
rcany  of  these  clients  are  either  being  served  inappropriately  or  are  in 
facilities  which  are  not  normalizing  for  the  clients.    The  following  chart 
demonstrates  the  identified  knewn  need  for  ICF/MR  services. 

TABLE  6 

NUMBER  CF  CL^TNTS  IN  NEED  CF  ICF/MR  SERVICES 

No.  of  Clients  in 
Current  Location  Need  of  ICF/MR  Services 

State  Schools  4,044 

State  Hospitals  551 

Mult  Nursing  Ecrre  675* 

Pediatric  Nursing  Eare                   a  166* 

TOTAL  5,436 


*    This  nurrber  dees  not  reflect  the  total  nurrber  of  MR  clients  in  each  of 
these  settings  but  rather  the  nurrber  of  individuals  who  can  reasonably  be 
e:cu=c-cad  to  need  ICF/MR  services  in  the  next  5  to  10  years.    There  are 
actually  2,329  MR  clients  in  adult  nursing  hares  and  255  in  pediatric 
nursing  hemes. 
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In  addition,  besides  these  known  clients,  there  is  another  group  of 
clients  currently  living  at  hare  who  will  also  need  ICF/MR  services.  Many 
of  these  people  are  currently  under  22  and  attending  special  education  pre— 
grans  in  their  hare  carxsunities ,  but  are  at  risk  in  the  future  of  needing 
ICF/MR  services.    Others,  at  rcore  inrrediate  risk  of  needing  ICF/MR  services, 
are  adults  currently  living  at  hare  with  their  aging  parents. 
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D.      CONSIDERATIONS  OF  THE  NUMBER  OF  BEDS  NEEDED  OVER  THE  LONG  TE? 

The  number  of  beds  required  over  the  long-term  for  ICF/MR  need 
not  equal  the  known  number  of  clients  in  need  of  ICF/MR  services 
because  the  primary  goal  of  all  residential  services  to  mentally  re- 
tarded clients  is  to  move  the  client  to  the  least  restrictive  res- 
idential alternative  compatible  with  his  of  her  needs.     For  many  of 
the  clients  who  are  currently  assessed  as  in  need  of  ICF/MR  services 
this  will  mean  movement  through  ICF/MR  services  into  community  res- 
idences, cooperative  apartments,   specialized,  home  care  and  perhaps, 
even  independent  living. 

Long  term   (5  year)   studies  have  been  performed  in  two  states  to 
determine  the  rates  of  movement  from  large  institutions  through 
community  services  into  less  restrictive  settings  or  independent 
living.     In  Nebraska,  at  the  Eastern  Nebraska  Community  Office  of 
Retardation,  when  clients  ware  deinstitutionalized  from  Beatrice  Stat 
Home   (x:he  Nebraska  institution)  ,   their  mean  length  of  stay  was  27 
months  in  all  residential  training  programs  prior  to  moving  to  less 
restrictive  living  settings.     It  must  be  clear  that  not  all  clients 
were  ready  to  move  in  27  months.     Rather  some  clients  were  ready  to 
move  after  6  months  while  others  were  not  ready  to  move  into  less 
restrictive  services  for  4  years. 

In  Pennsylvania,  approximately  150  clients  per  year  over  a  4  yec 
period   (or  600  clients)   have  moved  from  large  state  institutions, 
through  a  service  similar  to  ICF/MR,  into  less  restrictive  community 
settings . 


Therefore,  while  the  number  of  clients  currently  in  need  of  ICF/MR 
services  approaches  5,800  there  is  no     reason  to  plan  for  5,300  beds. 

There  are  a  number  of  variables  which  impact  on  the  long-term  need 
of  the  actual  number  of  ICF/MR  beds  needed.     These  variables  are:  (1) 
changing  trends  in  types  of  services  offered  to  children;    (2)   the  pro- 
vision of  alternative  services  for  persons  over  65  replacing  the  active 
treatment  required  in  the  ICF/MR,  and   (3)   the  historical  lack  of  service 
which  inflates  the  current  number  of  known  clients  in  need  of  ICF/MR 
services  at  the  state  schools. 

1.     Of  the  potential  5,800  clients  reported  in  the  Blatt  study  who 
are  in  need  of  ICF/MR  services  at  any  one  time,  approximately  33%  or 
2,204  are  children   (applying  the  percentage  of  children  in  the  general 
population  to  the  mentally  retarded  population) .     This  issue  is  spec- 
ifically raised  because  the  growing  trend  in  provision     of  services  to 
all  disabled  or  infirm  people,  whether  they  are  mentally  retarded,  ments 
ill  or  simply  infirm  by  virtue  of  age,  is  to  provide  services  to  clients 
in  their  own  homes . 

With  respect  to  mentally  retarded  children,  a  goal  is  to  change  as- 
sumptions about  the  family's  innate  inability  to  cope  with  the  "conditicr 
called  "mental  retardation"  or  the  resultant  need  to  construct  an  extent 
array  of  settings  outside  of  the  home.  The  following  are  the  assumptior 
which  replace  the  above: 

a.  The  family  is  capable  of  providing  the  most  appropriate  re- 
sidential environment  for  their  child  in  most  cases. 

b.  The  service  provider  should  assume  that  its  responsibility  in 
most  cases  is  to  supplement  the  normative  environment,  not  to 
replace  it. 

c.  Mentally  retarded  children  have  a  human  right  to  live  in  a  com 
munity  within  a  family  structure  whenever  possible. 


Evidence  of  these  new  assumptions  in  Massachusetts  are: 

1.  The  increase  in  early  childhood  intervention  services  for  children, 
ages  0-3  and  their  families;  and   (2)   implementation  of  Chapter  766 
which  mandates  that  the  school  systems  provide  services  to  all  childrer 
The  current  provision  of  early  intervention  and  support  services  to 
families  in  crisis  is  at  best  scarce.     However,  as  these  services 
develop  they  should  reduce  the  need  for  residential  beds  for  children 
outside  the  home. 

2.  The  ICF/MR  regulations  mandate  that  for  each  client  in  an  ICF/MR 
there  must  be  active  treatment.  Elderly  mentally  retarded  clients  shoi 
have, the  same  right  to  retire  as  others  in  society.  This  does  not  raear 
that  services  to  people  over  65  should  stop,  but  rather  that  the  activ? 
treatment  should  be  reduced,  more  appropriate  services  should  be  de- 
livered, i.e.  home  health  care,  rest  homes  or  other  services  approved' 
a  geriatric  population. 

E .      ICE/MR:     MODELS  AND  LINKAGES  WITH  OTHER  SERVICES 
The  federal  ICF/MR  regulations  mandate  a  comprehensive  array 

of  services  available  to  each  client.  They  also  mandate  that  service 
delivered  based  on  an  individual  service  plan.  As  the  client  progresst 
and  meets  behaviorally  stated  objectives,  the  service  plan  should  be 
adjusted.  The  following  models  for  ICF/MR  service  delivery  allow  the 
greatest  flexibility  not  only  in  amending  the  service  plan  but  also  in 
changing  the  level  of  care  provided  to  the  clients  (easier  movement  to 
less  restrictive  residential  settings) . 

The  following  models  are  alternative  ways  of  portraying  an  ICF/MR. 
Each  model  of  an  ICF/MR  shows  how  the  full  array  of  services  needed  fc 
mentally  retarded  cerscns  can  be  orovided  by  a  oublic  agencv  (Departmer. 
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of  ivSental  Health}  in  cm  junction  with  private  agencies ,  incluUng  generic  service  agen- 
cies.   The  locus  of  responsibility  (public  vs.  private)  for  delivery  of  the  various 

services  mandated  under  the  regulations  changes  in  the  various  models.  Mcdel 
number  3  provides  the  greatest  degree  of  ccnxrtmity  integration  for  the  client, 
with  the  greatest  use  of  generic  resources.    For  this  reason  it  is  also  the 
most  cost-beneficial.    It  uses  services  already  avilable  in  the  ccrrrunity, 
thereby  obviating  the  need  to  build  costly  duplicative  systems  for  a  specialized 
group  of  clients. 

The  first  model  is  the  typical  "nursing  heme"  mcdel  where  all  activities 
center  around  the  residential  unit.    This  provides  the  least  integration  for 
the  client.    All  services  are  provided  within  the  confines  of  the  ICE/MR. 


MDDEL  1  living  Unit 

Day  Program 
Support  Services 

The  following  models  shew  the  client  receiving  more  and  more  services 
from  generic  agencies  and  vendors  and  are  more  desirable. 


I'EDEL  2 


Pesident  living 
services;  nursing 
health  services; 
safety  and 
sanitation; 
dietary; 
pharmacy; 
dental; 
laundry; 
maintenance ; ; 
some  professional 
services; 
records 


PRIVATE 
VENDOR 
RESIDENTIAL 
SERVICES 


Case  management 
Evaluation 
Reevaluation 
Recordkeep  ing 


PRIVATE 
VEKEOR 
TRAINING  AND 
HA3I1ITATTCN 
SERVICES 


Seme 
professional 
services 


CMRP  means  Qualified  Mental  Petardaticn  ? 
ulations  for  ICF/KR  the  QMRP  sust  direct  t 

sible  for  client  manacenvent. 


iessional.  According  to  the  reg- 
ICF/WR  and  a  G>'^?  must  be  respen- 
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In  model  2  some  of  the  services  are  on  the  staff  of  the 
vendor  while  others  are  under  contract  or  agreement  between  the 
vendor  of  private  residential  services  and  the  provider  of  other 
services,  e.g.  pharmacist,  dentist,  visiting  nurse. 


MODEL  3 


Professional  team 


Residential 
unit 


Residential 
unit 


OT 

Psych 

SW 

ST 


Residential 
unit 


Residential 
unit 


In  model  3  the  area  office  has  on  its  staff,  or  on  contract,  an 
array  of  the  mandatory  professionals  required  under  the  ICF/MR 
regulations,    (see  appendix  3)   The  professional  staff  on  that  team 
would  be  available  to  provide  services  to  all  clients  of  residential 
units  within  the  area.     This  model  of  an  Health  Maintenance  Organ- 
ization for  professional  therapeutic  services  rather  than  purely 
medical,  would  be  a  far  more  cost-effective  method  for  providing 
services  rather  than  each  individual  program  utilizing  individual 
professionals  and  paying  them  on  a  f ee-f or-service  basis. 


MODEL  4 


AREA 
OFFICE 


Medical 
services 


Dental 
services 


Vendor  of 
residential 
service 


QMRP 

Evaluation  and  reevaluate 
[lient  and  management  ret 


Pharmacy 


Vendor  of 
day  program 


Professional 
services 


PT 
OT 
ST 

Psych 


In  model  4  the  Area  Office  not  only  monitors  the  residential 
and  day  services,  but  also  arranges  for  all  ether  ancillary  and 
support  services.     Thus,  under  either  contract  or  agreement,  the 
area  office  arranges  for  all  primary  and  ancillary  services  for 
all  ICF/MK  residents  in  the  area.     The  charts  in  Appendix  4  further 
illustrate  this  point.     Across  the  top  of  the  page  are  the  mandatory 
services  for  ICF/MR.     Across  the  side  are  the  various  points  at  which 
service  delivery  can  occur,  both  in  the  public  and  private  sector. 
The  checkmarks  on  the  chart  show  the  locus  of  responsibility  for 
provision  of  each  mandatory  services.     Although  in  each  model  all 
mandatory  services  are  provided,  models  3  and  4  enable  the  client 
to  be  more  easily  integrated  into  community  life. 


F.     FIVE  YEAR  PROJECTION  FOR  SERVICES  TO  3E  DEVELOPED 

Table  7  presents  for  each  fiscal  year  the  number  of  place- 
ments to  be  developed  within  each  region  by  service  category. 
FY' 77  reflects  contracts  for  service  which  are  currently  allowing 
clients  to  be  placed  into  community  programs.     FY 1 78  reflects  funds 
which  are  requested  in  the  FY ' 78  budget.     FY '79  through  FY '82  are  pro- 
jections prepared  by  the  regions  in  conjunction  with  the  area  boards 
and  regional  councils  and  agreed  to  by  Central  Office  for  the  5  year 
period. 

Table  5  shows  that  there  are  4,044  residents  in  the  state  school: 
in  need  of  ICF/MR  services.     The  mean  length  of  stay  of  these  clients 
at  the  state  schools  is  approximately  20  years.     It  is  only  within 
the  last  five  years  that  large  inputs  of  staff  have  been  added  to  up- 
grade services  within  the  institution.     Prior  to  that  time  the  in- 
stitutions had  to  operate  at  substantially  understaffed  levels.  This 
resulted  in  a  "backlog"  of  clients  in  state  schools  who  essentially 
have  become  additionally  handicapped  by  virtue  of  living  in  the  state 
schools.     It  is  anticipated  that  many  of  these  clients  will  progress 
rapidly  to  less  restrictive  settings  than.  ICF/MR' s  when  they  are 
able  to  receive  more  individualized  services  in  more  normative  settin< 

Consequently,  the  total  number  of  clients  currently  in  need  of 
ICF/MR  is  skewed  upward  because  of  the  inclusion  of  these  long-term 
institutionalized  clients  in  this  figure.  Thus,  the  number  of  beds 
needed  over  the  long-term  (10-15  years)  should  not  match  the  number 
of  current  clients  because  many  of  the  clients  should  move  through 
ICF/MR  into  less  restrictive  settings. 


TABLE  7 


6  YEAH  PROJECTION    (INCLUDING  FY' 77)    OF  NUMBER  OF  PLAC 
MENTS  TO  BE  DEVELOPED  3Y  REGION 
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Table  7  shows  the  development  of  2,475  community  placements 
by  the  end  of  FY' 32.     Of  these  placements,  approximately  655  will  be 
under  the  age  of  22. 

Many  issues  were  considered  in  developing  these  projections. 
The  services  to  be  developed  match  recommendations  for  placement 
from  the  state  school  clients'   individual  service  plans.     It  is 
difficult  to  project  over  a  5  year  period  the  precise  distribution 
of  clients  among  categories  of  community  services    (community  residence 
cooperative  apartment,   specialized  home  care).     However,   for  purposes 
of  this  document,  projections  were  made  based  on  current  individual 
service  plans.     These,  of  course,  are  subject  to  change  as  the  client: 
develop . 

Intermediate  Care  Facilities  are  not  shown  as  currently  ready  to 
accept  clients  until  FY' 79.     Several  vendors,  however,  are  ready  to 
develop  ICF/MR's  in  the  community.     Because  of  the  complicated  proces: 
of  becoming  certified  as  an  ICF/MR  most  vendors  will  not  be  ready  to 
accept  clients  until  FY' 79.     This  complicated  process  includes 
1.     obtaining  a  determination  of  need,   2.     licensure,  3.     purchase  ■ 
and  renovation  or  new  construction  of  an  ICF/MR  to  meet  appropriate 
building  codes,  4.     certification  of  program  and  building,   5.  ob- 
taining from  the  Rate  Setting  Commission  a  rate,   and  6.  obtaining 
a  provider  certificate. 

Another  issue  that  was  considered  in  preparing  these  crojec- 
ticns  was  the  return  of  clients  to  their  region  of  meaningful  tie. 
Region  VI   (which  does  not  have  a  state  institution)   and  Region  IV  whic 


has  had  an  Institution  for  only  the  last  seven  years)    for  many  years 
sent  their  clients  to  out-of-region  facilities,  particularly  Fernald, 
Wrentham  and  Dever  State  Schools.     Thus,  many  of  the  clients  leaving 
these  three  institutions  will  be  returning  to  Region  IV  and  VI. 

Finally,  among  the  issues  considered  in  preparing  these 
projections  was  client  movement  to  less  restrictive  residential 
settings.     For  example,  it  is  not  expected  that  clients  will  move 
directly  from  a  state  school  into  a  cooperative  apartment  and  semi- 
independent  residential  services.     Clients  will  move  from  community 
residences  or  specialized  home  care  or  ICF/MR's  into  a  cooperative 
apartment.       The  space  then  left  in  the  community  residence  or 
ICF/MR  will  be  filled  by  another  client  needing  that  particular 
service. 

Table  S  summarizes  the  placements  to  be  developed  by  service 
category  by  fiscal  year,  while  Table  9  summarizes  the  number  of 
facilities  to  be  developed. 

TABLE  8 

SUMMARY  OF  PLACEMENTS  TO  BE  DEVELOPED  BY  FISCAL  YEAR 

Community      Cooperative      Specialized      ICF/MR  Total 
Residence        Apartment  Eome  Care 


FY'77  262  •     45  166  0  473 

78  307  122  149  0  578 

-79  0  55-  110  160  325 

80  0  81  103  176  360 

81  0  90  105  163  363 

82  0  73  113  135  376 


569  471  746  689  2,475 
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TABLE  9 


NUMBER  OF  FACILITIES  TO  3E 
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FISCAL  YEAR 
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During  the  next  five  years,  the  Department  of  Mental  Health  plana 
to  develop  87  ICF/MR's  for  589  clients.     Although  no  clients  are 
projected  to  enter  ICF/MR's  during -FY' 77  and  FY' 78,  it  is  anticipated 
that  vendors  will  be  applying  for  Determination  of  Need  and  preparing 
their  programs  during  that  time  period  so  that  clients  may  enter 
ICF/MR's  in  FY' 79. 


1 

Each  facility  at  average  of  8  ceople . 

2 

Each  cooperative  apartment  at  average  of  4  people. 
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G.      IMPLICATIONS  FOR  STATE  SCHOOLS 

The  following  chart  reflects  the  average  daily  census  or  the 
in-residence  population  of  January  1977  for  the  6  affected  state 
schools . 

TABLE  10 
STATE  SCHOOL  POPULATION 


Belchertown  694 

Monson  755 

Fernald  1,272 

Sogan  27  8 

Wrentham  1,2  03 

Dever '  1,147 


TOTAL  5,349 

The  following  table  reflects  the  current  in-residence  population 
and  the  projected  population  for  each  school  at  the  completion  of  the 
renovation  period   (as  reflected  in  the  Unique  Applications  for  DON  for 
each  school) ,  and  finally,  the  number  of  people  who  will  be  placed 
into  community  services  in  accordance  with  their  individual  needs. 
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TABLE  11 

REDUCTION  OF  CENSUS  3Y  STATE  SCHOOL 

1982  Census  at 
Census  Completion  of  Number  to 

Jan.     77  Renovation  be  placed 


Belchertown 

694 

278 

416 

Monson 

755 

500 

255 

Fernald 

1,272 

925 

347 

Hogan 

278 

240 

38 

Wren th am 

1,203 

725 

478 

Dever 

1,147 

675 

472 

5,349 

3,343 

2,006 

In  order  to  determine  the  numbers  of  residents  to  be  placed 
in  community  service  by  198  2,  each  state  school  client  underwent  a 
comprehensive  evaluation  to  determine  their  service  needs.  Con- 
commitantly  the  department  contracted  for  a  detailed  study  which 
analyzed  the  capital  improvements  necessary  to  bring  part  or  all  of 
the  state  schools  up  to  the  standards  for  ICF/MR.     In  this  study, 
Campus  Futures  :     In  the  Balance,  Environmental  Design  Group,  (EDG) 
evaluated  the  buildings  according  to  a  range  of  variables  including 
the  ease  of  making  the  environment  more  humane,  meeting  the  per 
person  square  footage  requirements  in  the  federal  regulations,  and 
tire  cost  of  renovating  each  of  the  buildings  according  to  two  quali 
levels  of  renovations.     The  EDG  report  presented  several  capital 
improvement  options  for  each  state  school.     Each  option  reflected  a 
different  assumption  of  the  number  of  clients  to  be  placed  from  the 
institution  into  the  community. 
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The  options  were  presented  in  the  form  of  a  "decision- tree , " 
in  which,  after  each  phase  of  construction   (the  renovation  of  a  certain 
number  of  buildings) ,  the  Department  had  the  option  to  choose  to 
renovate  buildings  that  would  house  a  higher  or  lower  number  of 
clients  or  to  continue  along  the  same  course. 

The  department**' then  essentially  chose  one  option  for  each  state 
school.     The  chosen  option  appears  at  present  the  most  reasonable, 
given  the  different  kinds  of  constraints  and  advantages  in  each 
region  (zoning  problems  or  the  lack  thereof,    ease  or  difficulty  of 
finding  suitable  facilities,  capacity  of  vendors  or  area  staff). 
However,  it  cannot  be  overemphasized  that  this  option  is  dependent 
on  and  subject  to  revision  as  a  result  of  the  Consent  Decree 
process . 

The  option  for  each  state  school  reflects  the  need  for  community 
services  for  2,006  clients.     Over  the  course  of  the  5  year  period, 
should  any  of  the  underlying  assumptions  be  revised  or  changed, 
another  option  could  be  chosen  for  each  state  school  and,  thus,  a 
different  number  of  community  placements  developed. 
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TABLE  12 

PLACEMENTS  FROM  INSTITUTIONS  3Y  FISCAL  YEAR 


Total  Placements  Placements  to  be  made 

from  state  schools 


FY 1  77 

473 

293 

78 

578 

462 

79 

325 

244 

80 

360 

288 

81 

363 

290 

82 

376 

300 

2,475 

1,877 

Table  12  shows  that  a  total  2,475  placements  would  be  made 
during  the  period  FY'77  through  FY '82.     Of  these  placements,  1,877 
would  be  clients  placed  from  the  state  schools.   In  addition,   to  these 
placements  there  are  129  vacancies  in  existing  community  programs  to 
be  filled  by  state  school  residents.     Thus,  the  total  number  of 
placements  that  can  be  made  by  filling  current  vacancies,  and  these 
placements  projected  over  the  5  year  period  is  2,006. 

"Referring  back  to  Table  11,  the  renovation  option  chosen  by  the 
Department  assumed  that  approximately  2,000  people  needing  community 
services  would  be  afforded  them.     Thus,  the  projected  community 
placements  meet  the  reduced  census  projected  at  each  institution. 
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H.      COSTS  AND  REIX3URSEXZ1ITS  OF  PLANNED   ICF/MH  SERVICES 

Table  3  presented  the  number  of  ICF/MR's  to  be  developed  over 
the  5  year  period.     That  is  63  9  placements  in  3  7  ICF/MR's  at  an 
average  of  3  persons  per  facility.     Table.  13  shows  the  number  of 
ICF  placements   (A  and  B)*  to  be  developed  each  fiscal  year , 
FY' 79-32  and  the  cost  and  Title  XIX  reimbursements  associated  with 
those  placements.     Each  fiscal  year  represents  new  cost  and 
cumulative  costs. 


*ICF/MR  3    (residential  portion)    -  rate  is  $50/day 

ICF/MR  A   (residential  portion)   -  rate  is  $7Q/day 

Day  Program  -  rate  is  $12 . 5  0/day 

A  $2 , 000/client  cost  was  added  to  residential  portion  for  pro- 
fessional services,  not  included  in  the  daily  rate. 
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TA3LZ  13 


PROJECTED  uQSTS  A^D 

FSirlB ur.5^.:,'-2,rtT5   7'QR  i. 

Ctf/wR's  c  i  FiSCA 

1  YEAR 

. 

Numbers 
of  Clients 

Cost 

Reimburses 

FY79 

ICF/MR  "A" 

25 

5  716,300 

ICF/MR  "3" 

134 

2,713,500 

Day  Programs 

12G 

375,000 

Total 

23,30^,300 

$1,902, 401 

FY  3d 

ICF/HR  "A" 

36 

3  991,300 

A 

ICF/MR  "5" 

140 

2,b35,000 

Day  Programs 

140 

437,500 

Total 

54,264,300 

32,132,150 

FY81 

IC? /MR  'T-:-f' 

36 

5  991,200 

ICF/MR  "3'T 

132 

2,673,000 

Day  Programs 

13  u 

418,750 

Total 

33,733,550 

31,391,775 

FY82 

ICF/KR  ,T  A  n 

36 

$  919,^00 

ICF/MR  ,T3'T 

149 

3,019,250 

:aj  Programs 

1^9 

455 , 525 

Total 

32  ,  2C2 , 337 

*•  mntt  La ** i"?3  G ^anc. 

Total  539 

516 , 257, 325 

3c , 125 , 552 
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Conclusion 

An  analysis  was  prepared  of  the  relative  costs  and  benefits  of 
Implementing  the  program  proposed  in  this  plan,   including  the  projected 
total  costs  of  the  state  schools  as  well  as  community  services. 

Several  combinations  of  factors  were  analyzed.     The  variables 
within  these  combinations  included  the  extent  of  reallocation  of  cost 
savings  from  the  state  schools  due  to  reduction  in  population  and  the 
degree  to  which  the  proposed  community  programs  were  implemented. 

Table  14  presents  the  costs  of  the  option  which  has  been  chosen 
by  the  department. 

Table  14 

Total  193  2  Costs  and  Reimbursements  for  State 
Schools  and  Community  Services"^" 

Cos  ts  Re  imb  ur  s erne  nts 

State  Schools2  $101,052,733  533,454,533 

Community  Services     $53,594,430  $7,215,352 


Total  $154,747,253  $43,770,391 


"Total  institutional  costs  include  operational  budgets  of  each  school, , 
indirect  costs  as  well  as  capital  costs.     Appendix  5  provides  the 
breakdown  of  these  costs. 

The  above  fi-ures  do  not  include  the  addition  or  345  new  start  to 


•»»n  a    "    f ' 


be  added  to  vvrentham,  Cever  and 
the  figures  do  not  include  any  additional  staff  which  will  be  necessar 
for  compliance  with  S  249.13  of  the  TCF/MR  regulations  determined  a 
a  result  of  a  joint  QME—DPH  study  currently  underway.  These  positions  an 
and  related  costs  will  be  incorporated  after  the  Sec.  12  star nng  is  determned. 
Appendix  5  shews  the  formulas  'used  to  determine  the  reallocation.  The  runes  savec 
at  the  institutions  are  shown  as  lowering    the  net  state  costs. 
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This  plan  proposes  the  full  implementation  of  the  community 
services  as  described  earlier  including  the  development  of  community J 
ICF/KR's  as  well  as  the  reallocation  of  state  school  resources  into 
the  community.       The  Net  State  Cost  represented  in  this  five  year  pla 
is  approximately  $10  9  million  for  both  institutional  and  community 
services . 

For  programmatic  and  humane  reasons  it  is  essential  to  move  ah M 
with  the  development  of  community  services  as  described  in  this  plan. 
While  the  task  before  the  Commonwealth  is  tremendous,  with  all  agenc: 
working  together  the  plan  is  feasible  and  cost  effective. 

As  described  earlier,  the  evidence  that  small  community  based 
services  facilitate  the  growth  of  the  clients  is  overwhelming.  It 
is  also  essential  not  to  neglect  those  clients  who  remain  in  the 
large  facilities  for  a  longer  period  of  time.     The  course  recommended 
by  this  plan  allows  for  both  the  development  of  community  services 
and  the  improvement  of  the  state  schools.     It  is  also  the  Department' 
intention  to  reallocate  to  the  community  cost  savings  realized  at 
the  state  schools  when  the  population  is  significantly  reduced  so 
that  the  Department  will  not  provide  duplicative  services. 

It  must  be  understood  that  this  plan  provides  only  a  framework 
for  the  activities  proposed  for  the  next  five  years.  Reassessment 
will  be  a  continuous  process  and  changes  will  obviously  occur. 

A  total  reassessment  will  be  made  after  the  second  or  third 
year  of  implementation  have  been  accomplished  to  determine  whether 
the  assumptions  are  still  valid  and  to  begin  to  look  at  the  next 
five  years . 
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As  stated  earlier,   this  plan  does  not  impact  on  the  total 
universe  of  need  within  the  Commonwealth,   it  dees  not  address  the 
needs  of  most  clients  who  never  entered  institutions.  Nonetheless, 
it  is  an  important  step  in  the  Commonwealth's  effort  to  provide 
necessary  and  appropriate  services  for  mentally  retarded  persons . 
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APPENDIX  I 

STANDARD  DEFINITIONS  FOR 
MENTAL  RETARDATION  SERVICES 
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esidential  Services 
Apartment  living 

1.  Independent  living 

2.  Minimal  supervision 

3.  Apartment  living/training 

Specialized  home  care 

1.  Emergency/respite 

2.  Temporary 

3.  Infant  &  Toddler  development 

4-*  Child  and  adolescent  development 

5.  Adult  skills  development 

Group  homes 

1.  Temporary 

2.  Children's  5-day  residences 

3.  Child  &  adolescent  development 

4.  Adult- skills  development 

5.  Residence  for  the  elderly 

6.  Residence  for  severely  medically  or  physically 
handicapped  persons 

7.  Intensive  behavior  shaping 

3.     Structured  correctional  residence 

Institutional  services 

1.  State  school/community  preparation 

2.  State  school/skills  development 

3.  State  school/intensive  behavior  shaping 

4.  State  school/intensive  medical  services 

5.  State  hospital/MR  unit 

5.     State  hospital/unit  for  emotionally  disturbed 

mentally  retarded  individuals 
7.     Nursing  home 

Re  ha  b  i  li  t  a  t  i  v  e  /Ha  b  i  I  i  t  a  t  i  ve  Services 
A.  Vocational 

1 »  Or  the  Joe  trair,i'"nA//:3cc>,orit"'ce3ir''D 

2.  Integrated  industrial  work  s~a~icr. 

3.  Men-integrated  industrial  work  station 

4.  Community  sheltered  workshop/industrial  support 

5.  Institutional  sheltered  workshop 

6.  Community  sheltered  workshoo/croduc tio'n  a"d  ^^^--r 


1 


7.  Institutional  sheltered  workshop/production  and  ?j 

3.  Sheltered  workshop/prevocaticnal  training 

9.  Institutional  sheltered  workshop/prevocational  ■ 

10.  Day  activity/industrial  support 

Institutional  day  activity/industrial  support 

12.  Day  activity/production  and  marketing 

13.  Institutional  day  activity/production  and  market j 

14.  Day  activity/prevocational  training 

15.  Institutional  day  act ivity/pre vocational  training 

16.  Employment  training 

17.  Employment  placement 

Developmental  Programs 

1.  Early  intervention/in-home 

2.  Early  intervention/out-of -home 

3.  After  school  programs 

4.  Adult  education 


illary  and  Supportive 

Case  Management 

Case-?! nding/o ut  r  eac  h 
Intake 

?  a  mi  1  y  case  vrc  r  k 
Guidance  and  Counselling 

Support  and  consultation  to  public  schools 


4 

5 

Therapeutic  and  Medical  Services 

1.  General  health  services 

2.  Special  medical  services 

3.  Screening  and  diagnosis 

4.  Speech  and  hearing  therapies 

5.  Mental  health  services 

6.  Preventive  health  services 

7.  Mobility  training 

3.  Provision  of  prosthetic  devices 

9.  Visiting  nurse  services 

Supportive  Services  and  Administration 

1.  Information  and  referral 

2.  Parent  -raining 

3.  Sax  education 
_i  ?.  e  c  "  e  a  -  i  c  n 
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6.  Public  education 

7.  Staff  training  and  development 
a.  Court  liaison 

9.  Adnini strative  services 

10.  Volunteer  services 

11.  Individual  Service  Plan  Development 
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I.     Residential  Services 

Residential  services  include  the  orovision  c*"  t^a-'  r4 
guidance  and  support  to  mentally  retarded  persons  in  their  place 
of  residence.     Although  residential  services  generally  means  the 
provision  of  living  arrangements  outside  the  natural  hone,  activ- 
ities carried  cut  in  surrogate  environments  such  as  those  listed 
below  may  likewise  be  conducted  in  the  client's  own  home. 

The  types  of  residential  services  listed  below  are  not 
specific  to  severity  of  handicap.     Certain  highly  specialized 
programs,   such  as  intensive  behavior  shaping  or  residences  for 
persons  with  severe  medical  disabilities,  are  designed  for  person 
who  have  physical  or  behavioral  disorders  i_n  add  it  ion  to  their  _ 
crimary  diagnosis  of  mental  retardation.     The  decree  to  which 
they  are  mentally  retarded  is  not  a  determinant  of  their  suita- 
bility fcr  residence  in  those  facilities.     Any  mentally  retarded 
person,  from  profoundly  to  mildly  retarded,  may  be  considered 
suitable  for  placement  in  the  programs  listed  below.     The  int en si 
of  programming  should  vary  as  a  function  of  the  degree  of  disa- 
bility, but  that  programming  may  be  carried  out  in  any  location] 
where  staff  have  the  necessary  skills. 

A.     Apartment  Living 

1. 


2. 


q 


3.     ?oeci.2._   zee  nome  care 


Independent  living.     Residential  service  provided  to 
an  adult  client  through  regular  visitations  and  assis 
ar.ee  at  his  independent  living  situation,  but  with  nc 


.ive-in  staff. 


This  should  be  differentiated  from 


follow  up  or  case  management  services  by  the  planned, 
regular  support  given  by  residential  service  personnel 
rather  than  social  service. 

Minimal  supervision.     Staffed  semi-independent  iivi.nl 
situation  -  provides  only  partial  staff  support  in 
the  residence,  apartment,  etc.  to  assist  in  the  refini 
ment  of  independent  living  skills.     Staff  generally 
live  off-site,  but  may  live-in  on  a  co-resident  peer 
capacity. 


Apartment  living/training.     Live-in  staff  in  an  apart 

housekeeping  and 
'  for 


crovide  structured  training  in 


menu 

heme  management  skills  to  creoare 


:  e  client 


irceoerde  nc 
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in  which  the  mentally  retarded  family  member  cannot 
participate.     This  service  is  similar  tc  that  provided 
by  respite  care  facilities,  except  that  the  placement 
does  not  include  large  group  living. 

Temporary.     Placement  of  one  to  three  individuals  in 
a  home  on  a  short-term  basis  while  other  living 
arrangements  are  prepared.     Individuals  temporarily 
placed  will  not  return  to  their  natural  hemes  in  the 
immediate  future,  nor  will  they  remain  in  that  special 
ized  home  care  site.     They  will  be  permanently  placed 
in  another  location. 


□  t  a  c  a  m  e 1 


Infant  and  toddler  development.  Th« 
to  three  mentally  retarded  infants  (age 
family  home.  Services  provided  Include 
and  basic  child  development  in  a  family 
(either  with  a  surrogate  family  or  with 
family  with  additional  specialized  support) 


(_^T* 9  Hp  a 


Child  and  adolescent  development.  Placemen 
three  children  and/or  adolescents  with  a  fan 
Services  include  child  development,  supervis 
behavior  modification,  and  recreation  design 
promote  the  children's  growth.  Adolescents 
placed  with  .young  adult  peers. 


c  : 


Adult  skills  development.     Placement  of  one 
adults  in  a  private  home.     Services  provided 
suoDort  in  learning  activities  of  cailv  livii 


mc  lude 


management  skills,  utilization 
and  sue envision. 


of  community 


so 


uroes 


ouo  nones 


Temporary.     A  residence  for  six  to  eight  for  whom  the 
usual  resident I* I  setting  is  shown  to  be  temporarily 
unavailable,  inappropriate  or  otherwise  not  consistent 
with  the  best  interests  of  the  individual.  Respite 
and  emergency  care  may  be  provided  in  these  facilities 

Children's  3-day  residence.     A  group  residence  that 
operates  only  5  days  a  week  either  (a)  attempting  to 
maintain  a  child's  ties  with  his  family  on  weekends, 
or  (b)  provided  only  during  the  week  so  that  the  child 
can  attend  a  special  day  program  which  may  be  at  too 
great  a  distance  from  his  home  to  commute  daily. 

Child  and  adolescent  development.     A  residence  for 
6-3  children  and/or  adolescents.     Residents  learn 
basic  skills  in  a  family  atmosphere. 
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I*.     Adult  skills  development.     A  residence  for  si;c  to 
eight  adults  who  are  in  competitive  or  sheltered 
employment.     Residents  learn  skills  of  daily  living 
and  learn  how  to  use  community  resources  in  prepar- 
ation for  their  moving  into  less  structured  environ- 
ments . 

5.     Residence  for  the  elderly.     A  residence  for  six  to 
eight  adults  past  the  age  where  they  are  able  to  wcr 
Services  include  assistance  in  carrying  out  activitl 
of  daily  living,  utilization  of  community  resources, 
and  recreation. 

c.  Residence  for  severely  medically  or  physically  handi! 
caoped  persons.  A  special  residence  intended  to  sta; 
ilize  medical  problems  so  that  residents  may  move  to 
a  more  normative  residence. 

7.  Intensive  behavior  shaping.  A  special  residence  for 
children  or  adults  who  have  self  destructive  or  othe 
destructive  behaviors,  designed  to  replace 


a  :^  ^ 


ehaviors  with  appropriate  positive  living  skills  so 
that  the  person  may  move  to  a  normative  environment. 

3.  Structured  correctional  residence.  A  special  reside 
for  1-5  juveniles  or  adults  which  provides  pre-trial 
holding  facility  or  residential  program  for  adjudica 
or  carolled  persons  as  an  alternative  to  institution 
alization  (correctional  or  D T-IH )  .  The  focus  of  this 
orogram  is  on  learning  behaviors  necessary  for  livil 
in  less  structured  environments. 


Institutional  services 


— . 


State  school/community  preparation.     Services  provil 
include  the  development  of  skills  prerequisite  to 
independent  living  in  the  community. 

2.  State  school/skills  development.     Services  provided 
include  training  in  self -care  and  activities  of  daii 
living  necessary  for  preparation  for  community  livil 

3,  Stace  school/intensive  behavior  shaping.  The  previa 
of  intensive  training  programs  for  children  or  adult 
■.•.'ho  have  self  destructive  or  ether  destructive  be  ha? 
iors-  designed  co  replace  these  behaviors  with  appro 
priate  positive  living  skills  so  -hat  the  person  mal 
move  to  a  normative  environment. 

Stace  S c ro 0 1  / in z en s  1  ve  r.ecical  services.  Provision 
intensive  medical  treatment  for  the  stabilization  of 
severe  medical  and  physical  disabilities . 
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5.  State  hospital/!©  unit.     Prevision  of  training  and 
supervision  in  a  special  mental  retardation  unit  in 
a  state  hospital  for  the  emotionally  disturbed. 

6.  State  hospital/unit  for  emotionally  disturbed  mentally 
retarded  individuals.     Placement  in  a  specialized 
unit  for  the  provision  of  intensive  psychiatric  treat- 
ment to  ameliorate  emotional  disorders  accompanying 
the  resident's  primary  diagnosis  of  mental  retardatior 

7.  Nursing  home.     Placement  of  mentally  retarded  persons 
in  nursing  homes,  convalescent  homes,  and  other  facil- 
ities whose  primary  purpose  is  the  care  of  persons 
with  chronic  illnesses. 


II.     Rshabiiitativa/Kabilitat ive  Services 

These  are  services  which  are  developmental  in  nature,  designer 
to  -each  mentally  retarded  persons  vocational,   academic,  or  basic 
living  skills.     Excepting  certain  types  of  early  intervention 
's"'/1' cas     •"arab^I''tat"fve/h3bil^tative  services  a ^  ""e^d^^ed  cut™ 
side  the  clients'  homes  during  normal  working  or  school  hours. 

A.  Vocational 

1.  On  the  job  training/apprenticeship.     Provision  of 
highly  supervised  training  from  a  vocational  workshop 
setting.     Also,   the  provision  of  training  in  work 
skills  while  the  client  works  as  an  assistant/helper 
to  a  skilled  employee. 

2.  Integrated  industrial  work  station.     The  provision  of 
supervised  vocational  training  within  regular  industry 
Clients  are  placed  among  regular  employees  to  ^ez-zor-' 
competitive  jobs  under  the  supervision  of  a -person 
skilled  in  vocational  training. 

3.  Non-integrated  industrial  work  station.     The  provisio: 
of  vocational  training  in  an  area  of  a  factory  floor 
or  within  an  industrial  park.     Training  involves 
accuisition  of 
oertinent  to  co 
or  similar  jobs 
function  to  the 

4.  Community  sheltered  workshop/industrial  support.  The. 
provision  of  training  in  vocational  and  work  adjustme" 
skills  in  a  specialized  facllit**  in  the  c o mmun i t v 

The  principal  activities  of  the  workshop  are  assembly 
and  piecework  tasks  the  workshop  acquires  by  contract 


Ing  with  industry.     In  order  for  a  service  to  ceet 
this  definition,  mere  than  505  of  clients'  work  tins 
must  be  spent  on  these  industrial  support  activities 

5.  -    Institutional  sheltered  workshop.     The  provision  of 

training  in  vocational  and  work  adjustment  skills  in 
a  facility  on  the  grounds  of  an  institution  operated 
by  the  Department.     Workshops  of  this  type  are  limit 
to  those  in  which  the  clients  engage  in  industrial 
support  types  of  work,   such  as  assembly,  piecework, 
and  other  types  of  work  generally  contracted  out  by 
competitive  industry. 

6.  Community  sheltered  workshop/production  and  market  ir 
The  principle  activity  (at  least  5C*  of  the  client's 
work  time)  of  this  type  cf  workshop  is  the  producti| 
of  an  item  or  items  which  the  owners  of  the  entercri 
have  determined  to  be  in  demand  from  consumers,  and 
the  marketing  of  that  product.     One  example  of  this 
type  of  workshop  would  be  the  construction  of  indus- 
trial lift  oalets  which  are  sold  to  seneral  lrdustrr 
Another  examcle  would  be  the  ooeratlon  of  a  bakery 
or  other  small  business  solely  by  mentally  retarded 
workers  under  the  supervision  of  non-retarded  prccr: 
etors . 

7.  Institutional  sheltered  workshop/production  and  mar' 
ing.  These  services  are  the  same  as  these  delivers 
in  a  community  setting,  except  the  production  site  I 
located  on  the  grounds  of  an  institution  operated  1 

»*  J"!  a  p.ar^T,"""3'"* 

3.     Sheltered  workshop/crevocaticr.al  training.  Service: 
provided  in  "his  type  of  workshop  are  primarily  trjB 
ing  in  work  adjustment  through  noncompetitive  activ:; 
The  work  performed  by  the  clients  include  wood work J 
rug  weaving,  ceramics,  and  similar  types  of  artist! 
endeavors.     Under  most  circumstances  the  items  made 
are  sold  by  the  workshop,  with  a  portion  of  profit 
from  sales  going  to  the  clients. 

3.  Institutional  sheltered  workshcp/prevccaticrai  trai. 
Activities  cerformed  here  are  like  those  of  cemmuni 
based  facilities ,  except  they  are  carried  cur  on  ir. 
tut io na I  gr o un i s  . 

10.  lay  activity/industrial  support.  The  programs  crcv 
-raining  in  basic  work  adjustment  and  vocational  s> 
in  a  none omoe t  it i ~e  environment  through  simple  asss 
bl'~  and  ciecevcrk  secured  by  contract  with  private., 
Industry". 
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Institutional  day  activity/industrial  support. 
These  programs  provide  the  sane  services  as  community' 
cased  programs  except  the  site  of  the  program  is  on 
institutional  grounds. 


12.  Day  activity/production  and  marketing.     These  service 
include  the  production  and  marketing  of  an  item  for 
consumption  by  industry  or  the  general  public  in  a 
noncompetitive  environment  in  a  specialized  facility 
in  t  he  c  c  mmuni t  y . 

13.  Institutional  day  activity/production  and  marketing. 
These  services  are  the  same  as  those  creviced  in  the 


community,,  only  the  wo: 


is  oer formed  on  institution 


grounds 


These  services 


14.     Day  ac  t  i vi  t  y / p  r  e vo cat icna I  training. 

include  training  in  work  adjustment  and  basic  voca- 
tional skills  through  the  manufacture  of  artistic 
products  such  as  woven  goods ,  woodcraft,  ceramics,  e 


15.     Institutional  day  act ivity/prevecat ional 


These  services  are  the  same  as 


icse  creviced  0 v 


in  ~r. he  community  except 


tnis  type  01  day  activity  in 
that  the  work  is  performed  on  the  ground; 
institution . 


16.     Employment  training.     These  services  are  these  which 
teach  mentally  rez3.i"ie-  adults  the  skills  necessary 
to  secure  a  job  for  which  z'r.ey  have  been  trained  and 


""""ivit"'  as  in ^  ud 3  "*  e a 


qualified. 

out  job  applications,  pa 
how  to  appear  when  applying  for  a  job,  etc. 


,10 w  co  :  i_ 
j. n  an  x. n t e r v a e  •> , 


nose  which 


a  s  s  i  s 


17.     Employment  placement.     These  services  are 

assist  retarded  adults  with  job  procurement  and 
upgrading.  Activities  include  the  provision  of 
ance  to  employers  and  supervisors,  consultation  wit 
unions,  and  support  to  the  client  to  assure  his/her 
success  on  the  job. 


3.     Developmental  Program; 


Early  int erventicn/in-home . 


infant  stizai 


liencs ' 


:n  programs 

1  c\  t*i  a.  ~        f  n  T* 


The  a  emir,  is  cr  a  1 1c 
y  DMH  -  supper cec 

a  «  -      2  -  -      •?  1 V  -  «  r- 


Early  ircervercicn/cut-of-home . 


trfart:  s-t  inula  t  ion  c 


o  grams 

*  "  — —      -<-»  ^  /""\    1    T    ™     ^  ^ 


—  3 

Hivr- 


~e-acr°*"S  ir  ~  ^  ^  >*  v-  ~* c nm e ** c  cue 
for  oarent  and  infant  training 


-sup  ported 
e  clients' 


3. 


3  0 


After  school  programs.     Provision  of  structured 
day  training  programs  "o  school  age  children  in 
addition  to  programs  in  which  they  participate  that 
are  provided  by  the  public  schools. 

Adult  education.     Provision  of  educational  programs 
for  adults  beyond  school  age  in  basic  academic  and 
technical  subjects. 


III.     Ancillary  and  Supportive 

These  services  include  ail  those  which  a  client  may  need 
(aside  from  residential  and  rehabi iitative/habilitat ive  services) 


in  order  :c  live  productively 
their  families,  providers  o: 
cheir  orincical 


Services  ma 


r.cerec.  to  clier 


s  ervic e 


he  general  public, 
er sons 


ocus  is  to  enable  mentally  retarded 
carry  on  normative  lifestyles.. 


to 


Case  Management 

1.  Ca s e— f inding/outr eac h .     These  services  include  ail 
activities  involved  in  locating,  identifying,  and 
contacting  mentally  retarded  persons  or  their  famil 
who  may  be  in  need  of  mental  retardation  services. 

2.  Intake.     Intake  services  constitute  any  services 
rendered  at  the  time  a  DOtential  client  acclies  for 

Initial  contact,  eligibility  determinable 
for  service,   initial  interviews ,  deveic 


ment  of  service  olans  and  objective 


s     ar.c  any 


ner 


services  provided  precuisite  to  being  accepted  fcr 
participation  in  a  program  may  be  considered  intake 
services . 

Family  casework  services  are  thos 
the  families  of  mentally  retarded  pers 
to  children,   these  services  may  be 


-  V 


Family  casework, 
delivered  to 
With  respect 

delivered  in  conjunction  with  individual  casework 
services  crovided  to  the  children.     With  adults, 
casework  services  may  only  be  directed  at  the  famij 
with  the  adult  client  receiving  separate 
Family  casework  services  may  include  ccur.sein; 
follow-along,  and  supportive  services  to  families. 

services  Include 
crovided  zo  sr.su 

<;  a  v  *»  J  c  9  s 


follow-along,  and  supportive  services  to  familie 

Guidance  and  counselling.  These  services  inciu 
general  case  management  activities  provided  zo  e 
that  there  is  continuity  among  She  cirec-  s ervic 
client  receives,   that  services  are  iccrcpriate  t 
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is  acfluirinc 


Staff 


ths  client's  needs    and.  that  the  c lis n u 
necessary  skills  at  an  appropriate  rat 
performing  these  services  may  act  as  advisors  to 
clients  as  veil  as  intercede  on  behalf  of  clients  in 
solving  problems  with  providers,  in  getting  from 
place  to  place,  and  in  overall  adjustment  to  normative 
living. 


Support  and  consultation  to  public  schools.  These 
services  include  liaison  activities  directed  toward 
assuring  continuity  and  consistency  of  training 
activities  between  the  DMH  services  a  client  receives 
and  his  or  her  public  education  program.     Staff  pro- 
vide technical  assistance  to  teachers  in  developing 
techniques  which  have  proven  to  be  effective  in  accei' 

t ec  hnioue s 


wt  h  ,   cc  mmun  i  c  a  t  i  n ; 


erasing  tne  clien1 
developed  in  the  schools  to  other  staff  working  with 


the  client' 
sibiiity 


lies 


s  individual  service 
in  each  asoect  of 


plan  ana  where  respon- 
ses clan. 


eraceutic  and  Medical  Services 


General  health  services.     These  services  include  al] 

ma intainlng  a 


Special  medical  services.     These  services  include  any 
provided  by  a  medical  specialist,  to  correct  or  amel- 
iorate a  physical  disability  or  disorder.  Examples 
are  services  provided  by  orthopedists,  opthamoicgisss , 
orthodontists^  physical  and  occupational  therapists  a 
etc  . 

Screening  and  diagnosis.  These  services  include  socia 
o 


Speech  and  hearing  therapies.  Services  creviced  by 
speech  therapists  and/or  audioiogists  to  correct  or 
ameliorate  hearing  losses  and/or  speech  and  language 


'-  a  a 


service  3 


103  i 


-  u 


ervices  pre video  by 


practitioners  so  alleviate  emotional  c: 


sec  ^.ai 
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adjustment  problems,  emotional  disturbance,  or 
alcohol  or  drug  dependencies. 

6.  Preventive  health  services.     Medical  and  health-relal 
services  provided  during  the  prenatal  or  perinatal 
period  of  growth  to  prevent  the  occurrence  of  mental 
retardation  or  to  prevent  the  occurrence  of  circum- 
stances -which  may  result  in  the  birth  of  a  mentally 
retarded  child.     Prevention  services  may  also  be  used 
to  retard  or  arrest  progressively  deteriorating  dis- 
orders, such  as  result  from    phenylketonuria  and  othe 
inborn  errors  of  metabolism,  hydrocephalus,  etc. 

7.  -Mobility  training.     Services  provided  to  assist  a 
client  to  walk,  walk  with  a  prosthesis,  move  about  in 
a  wheelchair,  or  otherwise  independently  move  from 
place  to  place. 

3.     Provision  of  prosthetic  devices.     The  provision  cf 
artificial  limbs  or  other  body  parts  tc  ameliorate 
disabilities  caused  by  missing  limbs,  or  to  improve 
the  appearance  of  an  individual  through  the  provision 
of  an" artificial  limb. 

9.     Visiting  nurse  services.     Services  provided  by  public 
health  nurses  or  similar  professionals  or  parapro- 
fessionals  in  the  clients'  home,  including  developing 
nutritional  programs,  personal  hygiene,  and  sanitary 
housekeeping  practices. 

Supportive  services  and  administration 

1.  Information  and  referral.     These  services  include  the 
dissemination  of  information  to  clients  and  their 
families  and  the  general  public  about  services  avail- 
able to  them.     Information  and  referral  consists  not 
only  of  telling  someone  of  the  existence  of  a  service 
but  describing  what  use  they  could  make  of  the  servic 
where  it  is  located  and/or  rendered,  and  how  to  make 
contact.     In  some  cases,  information  and  referral 
might  include  actually  contacting  another  agency  on 
behalf  of  the  individual  and  otherwise  assisting  in 
whatever  capacity  is  necessary  to  ensure  that  the 
individual  receives  the  services  he/she  needs  and  is 
entitled  to. 

2.  Parent  training.     Parent  training  includes  the  pro vis 
of  any  assistance  and/or  instructions  to  parents  zS 
mentally  retarded  oersons  which  will  enable  them  to  11 
respond  to  the  needs  of  their  mentally  retarded  fimill 
member.     Training  might  be  provided  to  develop  the 
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parents'  skills  in  -edifying  problem  behavior ,  to 
help  them  organize  their  home  and  family  routines 
in  ways     that  promotes  maximum  participation  by  the 
retarded  child,  or  to  develop  the  parents'  ability 
to  teach  their  child  the  necessary  self-help  and 
daily  living  skills. 

Sex  education.     Sex  education  includes  the  provision  o 
direct  Instruction  to  mentally  retarded  persons  In 
sexual  development,  human  sexuality,  appropriate  sccia 
and  "dating"  behavior,  and  In  the  various  types  and 
methods  of  birth  control  and  their  use. 


Recreation  services  include  not 


only 


Recreation . 

organized  leisure  time  activities  for  groups  of  men 

also  training  in  how  to  use  r 
the  community  and  assistance 
in  local  clubs  and/or  recreation 


retarded  people,  bu 


ational  resources  in  the  community  and  assistance  in 
securing  memberships 
associations . 


Transportation.     The  organization  of  any  mode  of  conve 
ance  from  residence  to  the  site  of  training  programs 
and/or  leisure-time  activities  for  mentally  retarded 
persons  may  be  construed  as  transportation  services. 
Examples  Include  assisting  persons  to  learn  how  to  use 
public  transportation,  organizing  car  cools,  and  the 
direct  prevision  of  transportation  with  specially 
equipped  vans,  buses,  etc. 

Public  education.     Public  education  services  include 


p  1 1 


ill  instructional  and/or  public  relations  activities 
designed  to  increase  public  knowledge  about  mental 
retardation,  services  available  to  mentally  retarded 
persons  and  their  families,  mentally  retarded  persons 
".s  citizens  in  the  community,  etc. 


r  u  b  1 1 1 


,  _  ,         .    „  .       ..  -  .  ;.   —  education 

nay  be  provided  through  media  presentation,  printed 
publications,  speakers  bureaus,  tours  through  prograi 
facilities,  interviews  with  clients,  etc. 


to  staff 


5  include  the  provision 
;o  improve  or  broaden  "heir 


Staff  training  and  development.     Staff  training  and 
development  activities 
Instruct  io 
professional  or 

Qai.-^Qa  q  71  ~  c  —  — d  e  gr  e  e  ere  grams  offered  at 
universities,   and/or  attendance  a t  workshops,  s 
and  conferences  conducted  in  areas  e  ert  in  en  z  zo 
job  functions, 


direc  t 


;echnical  skills,   participation  i; 

^0*1^ ^  s  a^d 


Court  liaison 
provision  o"" 
matien  to  t 


ccur 


liaison  service-  J"-" 


5  _nc_cc2 


technical  assistance  er 


retardati 
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specific  mentally  retarded  persons  to  help  guarantee 
the  protection  and  maintenance  of  their  legal  and 
civil  rights . 

Administrative  services.     Administrative  services 
include  all  non-direct  client-related  activities 
necessary  to  manage  and  operate  a  system  of  services 
for  mentally  retarded  persons.     Administrative  servio 
include  systems  and  program  management  and  planning, 
bookkeeping  and  fiscal  accounting,  record-keeping 
and- information  organization  and  reporting. 


10.     Volunteer  services.     These  services  include  the  adm 
istration,   supervision,  and  coordination  of  services 
performed  by  volunteers,   such  as  citizen  advocates, 
foster  grandparents,   service  organizations,  and  other 
members  of  the  general  public  who  'work  with  mentally 
retarded  persons  without  charge. 


11.     Individual  Service  Plan  Development.     The  performanc 
or  coordination  of  activities  essential  to  the  deve^o 
ment  of  individual  service  plans.     Activities  include 
but  need  not  be  limited  to  securing  needed  diagnoses 
and  evaluations,  organizing  teams  to  define  program- 
priorities  and  client  objectives,  writing  the  plans, 
and  counselling  clients  and  families  regarding  the 
content  of  the  plan.     Regular  and  periodic  reassessme 
updating,  and/or  revising  individual  service  plans  ma 
also  be  considered  activities  in  this  type  of  service 
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DEFINITIONS 


ambulatory  -  able  to  walk  independently 3  without  assistance 


mobile  n o n a m b u 1 a t o r y  -  unable  to  walk  independently  or  without 

assistance,  but  able  to  move  from  place 
to  place  with  the  use  of  devices  such  as 
walkers,  crutches,  wheel  chairs,  wheeled 
platforms  and  so  forth. 


nonamc ula z or y  -  unable  to  walk  independently,  without  assistance 


i 


ECF/TCR  Regulations  1/7^ 


13(h)  - 
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COMPOSITION  OF  KgGIQHAI  TEAMS 

1  psychologist 

1  behaviorist 

1  social  worker 

i  physical  therapist 

I  occupational  therapist 

I  speech  therapist 

1  nurse 

2  program  development  specialists 
1  secretary 

motor  development/prosthetic  device  development  teams 
add  to  above 

1  finish  carpenter 

1  follow-up  worker  (motor  therapist  or  o.t.  or  p.t,) 
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BREAKDOWN  0?  INSTITUTIONAL  COSTS 


Indirect        Operating      Capital  Additional  TOTAL 

Costs  Costs  Costs  CaDital 

(40  mil.  )  Costs 


B  34,371,176  $12,122,737  $552,000  $  $17,046,913 

K  4,422,273  13,483,117  598,000  503,056  19,011,446 

F  6,388,699  19,233,531  828,000  312,064  26,762,344 

H  1,982,266  4,895,563  92,000  6,969,829 

V  4,742,969  15,347,313  1,288,000  603,520  22,481,802 

D  4,753,063  16,060,031  782,000  332,672  21,927,766 


IL  $26,660,446 


$81,648,342  $4,140,000  $1,751,312 


$114,200,100 
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Ratios  Used  for  Real  acetic^  of  Institutional  Staff. 
RATIOS  rQR  GRGUPS  9,  10. &  11 


Group  9  Group  10  Group  11 


[ 

1:130 

11:173 

LPN 

1:26 

1:134 

1:74 

Psych. 

1:104 

1:136 

1:173 

SU 

MSW 

1:104 

1:34 

1:173 

Aide 

1:35 

1:136 

1:52 

ST 

1:104 

1:173 

Aide 

1 :30 

1:52 

OT 

1:104 

1:272 

1:130 

Aide 

1:7 

1:63 

1:25 

PT 

1:260 

1:272 

a  i  de 

Rec.  Therapist 

1:52 

1:63 

1:52 

! 

i 

— i 

Direct  Care 

1:3 

137 

1:3 

1:13 

1:8 

137 

1:3 

1:13 

1  :;tS 

53 

1:17 

1:13 

1:1.86 

1:7. 33 

i  1:2.5 
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BREAKDOWN  OF  INSTITUTIONAL  COSTS 


Indirect        Operating  Caoital 


Costs 


Costs 


H       1,982,266  4,895,563 


Costs 
(40  mil. ) 


3      $4,371,176    $12,123,737  $552,000 


K       4,422,273      13,488,117        598,  000 


P       6,388,699      19,233,581  828,000 


92,000 


W       4,742,969      15,847,313  1,288,000 


D        4,753,063      16, 060,031  782,000 


Additional  TOTAL 
Capital 
Cost  s 


503,056 
312,064 


603,520 
332,572 


$17,046,913 
19,011,446 
26,762,344 

6,969,829 
22,481,802 
21,927,766 


TOTAL     $26,660,446     $81,648,342  $4,140,000       $1,751,312  $114,200,100 
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APPENDIX  6 


Ratios  Used  for  Realocaticn  of  Institutional  Staff. 
RATIOS  FOR  GROUPS  9,  10. &  11 


Group  9  Group  10  Group  11 


It 

RN 

t 
1 

1:130 

11:173  1 

LPN 

1:26 

1:134 

1:74 

1 

Psych. 

1:104 

i 

1:136 

1:173 

i 

SW 

MSW 
Aide 

1:104 
1:35 

1:34 
1:136 

> 

1:173 
1:52 

ST 

I  Aide 

1:104 
1 :30 

1:173 
1:52 

OT 

Aide 

1:104 
1:7 

1:272 
1:68 

1:130 
1:26 

PT 

Aide 

1:260 

1:272 

f  " 

i 

Rec.  Therapist 

1:52 

1:58 

1:52 

Direct  Care 
1:8 
1:3 
1:16 

! 

137  U 

137 
53 

1:1.36 

1:8 
1:3 
1:17 
1:1.88 

1:13 
1:13 
1:13 
1:2.5 
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